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DIPHTHERIA IMMUNIZATION.* 


Artuur G. Boster, M. D., 
CHICAGO. 


In no acute disease, pneumonia possibly ex- 
cepted, has there been so much experimental work 
done and so much written within the past ten to 
fifteen years as in diphtheria; and in no other 
disease has the labor resulted in so much definite 
knowledge and positive results. The stimulus 
which prompted this labor was the well-recog- 
nized fact that the mortality rate of diphtheria 
was altogether too high for a disease the cause of 
which was definitely known and for which there 
was a specific therapeutic agent. While it is true 
there was a marked reduction in the mortality 
rate following the advent of diphtheria antitoxin, 
yet the fact remains that year after year the diph- 
theria death rate is altogether too high for a dis- 
ease whose etiology was an open book and whose 
cure was only a matter of the early use of anti- 
toxin in sufficient dosage. 

It has been evident for some time that isolation 
and quarantine of cases and carriers and the use 
of antitoxin, both as a curative and prophylactic 
agent, have been inadequate in materially lower- 
ing the diphtheria death rate, and that the solu- 
tion of the problem must be sought elsewhere. 
Fortunately, in my opinion, it has been found 
in active immunization by the use of the toxin- 
antitoxin mixture. 

The idea of producing active immunization is 
not new and many workers in this field had suc- 
ceeded in producing an active immunization in 
animals by the use of neutral mixtures of toxin 
and antitoxin previous to Theobald Smith,’ who 
in 1909 reported that he had obtained an active 
immunization in guinea pigs lasting several 
years, and who at that time was the first to sug- 
gest the use of a toxin-antitoxin mixture in man. 


*Read before the Chicago Pediatric Society, March 9, 1920. 


Von Behring* was the first to apply this sugges- 
tion by Smith on a large scale and to send out 
mixtures for use. According to Veeder,*? Hahn, 
using Von Behring’s mixtures, was the first to 
attempt immunization in man, reporting his re- 
sults in 1913 at the meeting of the Kongress fiir 
Innere Medizin at Wiesbaden. 

In 1913 Schick* published his results with the 
intradermal application of diphtheria toxin and 
its relation to immunity and susceptibility. His 
work marked a distinct advance in the study of 
immunology, for the simplicity of this test and its 
reliability provided an easy and reliable means 
of determining susceptibility and immunity and 
a guide to the results of toxin-antitoxin injec- 
tions. Heretofore it had been necessary to deter- 
mine the amount of antitoxin in the blood by 
Roémer’s method, or some modification of same, a 
laboratory procedure. That the Schick test is 
thoroughly reliable has been amply attested.° 

Inherited Passive Immunity. That the new- 
born infant is immune to diphtheria in from 80 
to 90 per cent. of cases and that this immeunity 
is derived from the mother has been shown by 
Kassowitz and Groer * and Zingher.’ Likewise, 
clinically, diphtheria is rare under one year. 
Rolleston* in a study of 2,600 consecutive cases 
of diphtheria at Grove Hospital in London found 
only 20, less than 1 per cent., under one year. Of 
these, seven were under six months apd thirteen 
from seven to eleven months. The mortality of 
cases under one year was 45 per cent., as com- 
pared with 7.3 per cent. of the total cases over one 
year. The protection afforded the new-born in- 
fant is a passive immunity and lasts, in the ma- 
jority of cases, only from six to nine months. 
Some retain this mother-conferred immunity for 
one year to eighteen months.” The time of great- 
est susceptibility is between one and five years, 
this period showing the highest percentage of 
positive Schick reactions, clinically the largest 
number of cases and by mortality statistics the 
highest percentage of deaths. The mortality from 
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Fig. 1. +++ Schick. 
Photo taken on twelfth day. 


diphtheria in New York City from 1891 to 1900 
shows under fifteen years 17,846, of which 14,- 
553, or 81.5 per cent., were under five years. 
From 1901 to 1917, of a total mortality of 29,- 
873, 77.5 per cent., or 23,150, occurred under five 


years." 
Passive Immunity by the Use of Antitoxin. 
The passive mmunity conferred by the injection 


of antitoxin is of short duration and cannot be 
relied upon after ten days. Kolmar and Mosh- 
age® studied the duration of immunity conferred 
by the injection of 1,500 units of antitoxin in 106 
children, ages two months to three years (being 
100 to 400 units of antitoxin per kilo of weight), 
and found it apparently effective for ten days, 
after which the immunity rapidly diminished and 
practically disappeared after four to six weeks. 
In 362 scarlet fever patients receiving 2,500 units 
of antitoxin it was found to confer a shorter im- 
munity and 10 per cent. were found susceptible 
within ten days. In a study of 350 cases of diph 
theria, ages 2 to 15 years, and receiving an aver- 
age dose of 45,000 units, 17.2 per cent. were 
positive in from one to five days and 25.5 per 
cent. in from five to ten days. As a whole they 
were found just as susceptible after the attack of 


diphtheria as before. That an attack of diph- 


Fig. 2. Immunized July 12, 1917. 
Schicked Jan. 25, 1918. 
Photo taken Feb. 8, 1918. 


Was negative May, 1918. 
Was negative Oct. 14, 1919. 
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theria confers an immunity of short duration, « 
none at all, is a well-known clinical fact. 


Natural Immunity. Clinically it has bee 
known that certain persons have a natural im- 
munity to diphtheria. They may harbor virulent 
germs, but fail to contract the disease. Zingher’ 
has shown that beginning at about eightee 
months, but more especially after six years, a) 
increasing number of children acquire this na 
ural immunity, which in adult life reaches 80 to 
90 per cent. Likewise he has shown that the «e- 
velopment of this natural immunity is most like! 
permanent. Over 3,000 children giving a neg- 
ative Schick at first test were retested over a 
period of three years and in practically all the 
negative reaction persisted. A few, 1 to 2 per 
cent., showed a positive on retest. These he con- 
siders borderline cases. 

Active Immunization by the Use of the Toxin- 
Antitoain Mixture. Shortly after Von Behring 
published his results in active immunization with 
a toxin-antitoxin mixture Park and Zingher be- 
gan experiments along these lines. Their work 
has been very extensive and painstaking and their 
findings prompted various health boards to un- 
dertake this work and give it publicity. To date 
of December, 1919, the Chicago Department of 
Health has used toxin-antitoxin in approximate|\ 
6,000 children of the schools of this city with no 
bad results so far as it has been able to ascer- 
tain.’ In this connection it may be well to call 
attention to the unfortunate Dallas accident."' 
In that series forty-seven severe reactions fol- 
lowed the use of a toxin-antitoxin mixture fur- 
nished by a certain manufacturer. The children 
receiving this product manifested high tempera- 
tures, vomiting and pain at the site of the injec- 
tion, which occurred a few hours after adminis- 
tration. Five deaths oc¢urred in this 
within twelve to sixteen days. Park’* tested some 
of this mixture and found that it killed guinea 
pigs in 1/10 c.c. This accident will undoubted! 
cause manufacturers to be more careful in the 
future. 

Personal Experiments. Using the Schick test 
as a means of determining susceptibility the 
writer began, in January, 1917, to secure a num- 
ber of susceptibles, immunizing them with 
toxin-antitoxin mixture and retesting for results. 
nly such persons were selected as could, wit! 
a reasonable degree of certainty, be relied upon 


series 
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ty submit to subsequent retests, and who could 
be watched for a period of time, the object being 
to study the reaction, both immediate and remote, 

the toxin-antitoxin injections and to secure 
a series of cases actively immunized, and by 
future Schick retests to determine the duration 
f such immunity. 

All were selected from private practice, save 
fifty nurses from the Englewood Hospital. At 
this time, January, 1917, this work (diphtheria 
immunization) was not so well known as it is at 
the present and, so far as the writer knows, the 





TABLE NO. 1. SCHICK REACTIONS, 
ApuLts 68. 
= : Per Cent 
Positive Negative Positive 
1 7 
35 
CHILDREN 54. 
Age 2 to 15 Years. 
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use of the toxin-antitoxin mixture in this series 
of cases was the first used in the city of Chicago, 
the Department of Health starting their work 
November, 1917.'° 

The toxin for the Schick tests in my 
of cases was supplied by the Illinois State Board 
of Health and the Chicago Health Department 
laboratory. The toxin-antitoxin 
was Parke, Davis & Co.’s 
lactic,” each injection of one c¢.c. 


series 


mixture used 
“Diphtheria Prophy- 
representing 
5 L+ doses of diphtheria toxin over-neutralized 
with antitoxin. 

In all 122 were Schick tested (see table No. 1). 
G8 adults and 54 children. Of the 68 adults 26 
were positive, or 38.2 per cent. Of the 54 chil- 
or 27.7 per 
An unusually large percentage of positives 
was found among the Englewood Hospital nurses, 
ages 18 to 30 years. 


dren (3 to 14 years), 15 were positive, 
cent, 


Out of fifty nurses twenty- 


three were positive, or 46 per cent., and eighteen 
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* Three injections made, seven days apart. of first given. 
+ = Positive, a definite reaction, redness and fading earlier. 
++ = Decidedly positive, redness, etc., more marked and lasting. 
+++ = Strongly positive, redness strongly marked, infiltration more marked and reaction lasting 2 
1, Slight or no local and no constitutional reaction. 
2, Slight local and mild or no constitutional reaction. 


3, Local reaction, redness and swelling, and constitutional symptoms, malaise and temperature to 101. 
4, Marked local reaction, redness and swelling involving greater part of arm, with pronounced constitutional symptoms 


prostration and temperature 101 to 104. 


to 4 weeks or longer. 


chills 
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of them gave a 2 or 3 plus reaction. Recently, 
January, 1920, twelve new nurses were Schick 
tested in anticipation of presenting a positive 
Schick before the Englewood Branch, Chicago 
Medical Society, and six were found positive, one 
showing the combined reaction, pseudo and posi- 
tive. Zingher’ shows that at St. Joseph’s Insti- 
tute, out of 112 boys, ages 10 to 15, only one was 
positive, and, as he states, “This will explain why 
diphtheria seems to be a relatively rare disease 
in some institutions.” My findings at the Engle- 
wood Hospital may also explain why large num- 
bers of cases occur in some institutions. 

The Schick test reactions were graded into 
three degrees of intensity : 

+ = Positive: a definite reaction, redness and 
fading earlier. 

+ + = Decidedly positive, redness, etc., more 
marked and lasting. 

+ + + = Strongly positive, redness strongly 
marked, infiltration reaction lasting 2 to 4 weeks. 

The toxin-antitoxin injections were made in 
the arm and three injections were given at seven- 
day intervals. The severity of the immediate re- 
actions has been graded from 1 to 4: 

1. + Slight or no local and no constitutional 
reaction. 

2. + Slight local and mild or no constitutional 
rection. 

3. + Local reaction, redness and swelling, and 
constitutional symptoms, malaise and tempera- 
ture to 101. 

4. + Marked local reaction, redness and swell- 
ing involving greater part of arm, with pro- 
nounced constitutional symptoms, chills, pros- 
tration and temperature 101 to 104. 

Among the children no severe reactions were 
observed, eleven showing No. 1 and four No. 2. 
Among the adults severe reactions were fre- 
quently seen, nineteen out of twenty-six showing 
No. 2 to No. 4. The lccal reactions in adults 
were for the most part severe and consisted of 
marked swelling, induration and redness, extend- 
ing in some instances from the shoulder to the 
elbow, and in two or three assuming a cyanotic 
(purple) appearance. Two young ladies working 
in large mercantile houses were sent home by the 
house physician, one with a diagnosis of erysip- 
elas and the other blood poison. The constitu- 
tional symptoms were characterized by tempera- 
ture from 100 to 104, chills, malaise, prostration, 
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and in one instance by delirium. The second and 
third injections were on the whole less marke 
than the first, but in several the reactions were 
just as severe and in one case more so. Four of 
the nurses complained of sore breasts on the sii) 
where the injection was made and in one insta 

a definite lump appeared. The swelling disap- 
peared before the time of the next injection an 
the breast again became sore, but no lump ap- 
peared. In several instances the Schick reaction, 
now 12 to 15 days old and fading, became bright 
red again after the t-a-injection. 

It was noted that those giving the more pro- 
nounced Schick gave, as a rule, the more pro- 
nounced reaction to the toxin-antitoxin. Also 
those giving the severer reactions to the toxin- 
antitoxin were more likely to become immune at 
an earlier date. The only case (37) giving a 
positive Schick on retest one and a half years 
after immunization was one giving a No. 1 re- 
action to the mixture. 

As corroborative evidence as to the value and 
reliability of the Schick test the following inci- 
dents were noted. Several who were found nega- 
tive at the first test later harbored virulent diph. 
theria germs and showed no signs of the disease. 
In one instance a boy seven years old contracted 
diphtheria. A sister, nine, and a brother, four 
years old, were tested and found negative. They 
were left in contact with the case, both become 
carriers, but failed to contract the disease. 
Among the nurses at the hospital one (case 30) 
was immunized May 19, 1917, and gave a No. 1 
reaction to the injection. She was retested Octo- 
ber 9, 1917, and was still positive. She was re- 
immunized Nov. 22, 1917, and contracted a mild 
type of diptheria on January 2, 1918. Highest 
temperature 99.2 and toxic symptoms very slight, 
although a definite and characteristic membrane 
appeared. Antitoxin was not administered until 
the third day, at which time I saw her. The 
case was culture proven and sent to the isolation 
hospital. Every nurse in the hospital was cul- 
tured and two carriers were found. One of these 
had given a negative Schick at first test and the 
other had been immunized about three months 
before and gave a negative about one week pre- 
vious to the time she was found to be a carrier. 
In no case showing a negative Schick, either be- 
fore or after immunization, has a case of diph- 
theria developed. 
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Immunizing Results of Toxin-Antitozin. Of 
the fifteen children immunized twelve were in- 
jected the middle of January and 8th of Febru- 
ary, 1917. They were Schick retested in April 
and May, 1917, and all were negative. Three 
were immunized March 2, 1917, and were Schick 
negative July 2 of the same year. They were all 
retested in May and June, 1918, and all were 
negative. Twelve of the fifteen were available for 
retesting October 14, 1919, and all were negative. 
Of the twenty-five adults, five were still positive 
ou retest made two to six months after immuniza- 
tion. One case (36) was still positive one year 
after immunization, but a year later was found 
negative. Only one case (37) was still positive 
at the last retest, made one year and seven months 
after immunization. Of the forty cases im- 
munized thirty-two were available for the last 
retest made from one year and seven months to 
two years and nine months after immunization 
and all but one was found negative. Case 41 
showed a strongly positive Schick and gave a 
No. 3 reaction to the toxin-antitoxin injection. 
She refused the second injection on account of 
the severity of the reaction to the first. She 
was Schick retestéd four months later and found 
positive. 

A RECENT REPORT TROM DR. WM. H. PARK. 

In answer to an inquiry as to the percentage of 
Schick negatives at the last retest in the New 
York series, Dr. Park, under date of January 16, 
1920, states: “Two institutions have been tested 
for four or slightly more than four years. In the 
last test there were seventy-six children with an 
average 97 per cent. Of immunity ; in one institu- 
tion there was 100 per cent. and in another a 
little less than 95 per cent. In first immuniza- 
tions we have had from 70 to 90 per cent. im- 
munized at the end of three to six months; the 
tendency has always been to increase the per cent. 
of immunity as the years pass. This gives hope 
of a permanent immunity. It may interest you 
to know that we have injected two thousand two 
hundred infants during the first ten days of their 
lives, with full doses, but the results as to im- 
munity were disappointing as only 50 per cent. 
Were immunized at the end of the first year.”** 


CONCLUSIONS. 


1. The administration of toxin-antitoxin 
gives, in 90 to 97 per cent. of.the cases, an im- 
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munity which lasts over four years, in all prob- 
ability longer and possibly for life. 

2. The immunizing action of toxin-antitoxin 
is slow and protection does not result for from 2 
to 6 months and in some cases longer. Conse- 
quently, in cases exposed to diphtheria, antitoxin 
should be given (only to children showing a post- 
tive Schick) to afford immediate protection, bear- 
ing in mind that its protecting action is of short 
duration. The indiscriminate use of antitoxin as 
a phophylactic measure in cases of adults exposed 
is wrong, and its use in the aged is to be con- 
demned, the opinion of various health boards not- 
withstanding. , 

3. The reactions to the toxin-antitoxin mix- 
ture are apt to be severe in adults. It is an open 
question whether adults shou!d be immunized, 
even though they show a positive Schick, unless 
in cases of nurses and others who are apt to be 
frequently exposed. 

5. The mixture, in full doses, is well borne 
by children. Infants under six to nine months 
should not be immunized, unless it be with the 
distinct appreciation of the fact that immunity 
occurs in only 50 per cent. of the cases; the im- 
munizing action of the toxin-antitoxin being hin- 
dered by the presence of inherited antitoxin. 
Children between nine months and two years 
should be immunized irrespective of the Schick 
reaction at the time. Children between two and 
fifteen years should be Schick tested, and only 
those giving a positive should be immunized. 

6. The toxin-antitoxin mixture should be pre- 
pared in a reliable laboratory and before being 
sent out should be carefully tested for potency 
and toxicity. The Dallas accident should have 
no repetition and a valuable agent should not 
suffer on account of a non-potent product given 
out under its name. 

7. In furthering the work of stamping out 
diphtheria the co-operation of the family phy- 
sician and the various Boards of Health is very 
essential. 

8. While time and future investigations may 
throw more light upon the subject of active im- 
munization the work done up to the present sus- 
tains the conclusion that the universal use of 
toxin-antitozin in early life bids fair to do for 
diphtheria what vaccination has done for small- 
pox. 

I desire to express my thanks and appreciation 
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to Dr. E. ‘IT’. Olsen and Miss Mary Anderson of 
the Englewood Hospital for the assistance and 
consideration shown me. 

720 West 61st street. 
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DOCTORS AND THE PUBLIC HEALTH* 
C. W. Liuie, M.D. 


Health Commissioner 


EAST ST. LOUIS, ILL. 


That doctors do more for the public without 
compensation than any other class is beyond 
question. 

That doctors ever connive at any such vicious 
practices as have been recently charged by lobby- 
ists at the Constitutional Convention, where it 
las been openly stated that they deliberately en- 
courage the exposure of non-immune persons to 
infectious disease in order to increase their own 
professional business, is a lie so patent to all 
facts that it becomes scarcely 
worthy of mention, were it not for the fact that 
it will be given credence by the 

Another false and vicious charge that is caleu- 
lated to do far more harm to the public than 
it can possibly do the doctors, is that they insist 
upon vaccination “for revenue only.” This charge 
absurdly ridiculous that it is a wonder 
that any could be found to make it. Any doctor 
engaged in the active practice of medicine could 
make more money by treatment of a single case 
of smallpox than he will get in a year from 
vaccination. 

With so much to be said in favor of doctors 


who know the 


ignorant. 


is so 


“Read before the Seventieth Annual Meeting of the Illinois 
State Medical Society at Rockford, May 19, 1920. 
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it might well be thought there was nothing to 


criticise in the medical profession. Indeed, it 
may be questioned whether the points to which 
I will refer can not be classed as “suggestions” 
rather than “criticisms.” 

The doctor has rare opportunity for observa- 
tion of the conditions under which the people 
are living and yet it is comparatively seldom 
that a doctor presents anything bearing upon 
this subject at the Society meetings, and yet he 
is greatly interested in the better housing and 
living conditions of his clientele. 

Doctors are especially vitally interested in 
every feature of civic life, especially in the cities, 
towns and villages, and might well be more active 
in the various campaigns for community better- 
ment. All matters of “public policy” are fit 
topics for discussion at Society meetings, and 
a committee on “public policy” consisting of wide- 
awake, up-to-date members, should be always 
ready to offer suggestions as to matters in whicl) 
the Society should take action. Such a com- 
mittee should find much to do in aid of public 
health. 

The importance of accurate reports of birtlis 
and deaths does not seem to be generally recog- 
nized by the layman, and in some cases even 
the doctors do not appear to observe its value 

the individual and to the state. In man 
birth certificates received by registrars there are 
numerous errors and deficiencies. 

There are several ways in which doctors ma) 
help a Health Department and prove of great 
benefit to the citizens of the community in which 
they live. 

First, by being careful to write plainly ever: 
detail connected with births and deaths coming 
directly under their observation. 

I lay particular stress upon the word plain/y 
for the reason that I have found that many doc- 
tors, in filling out blanks for birth and death 
certificates, write in such a manner that it is 
frequently undecipherable. 

It is even found at times that the signature 
could not be read unless one is familiar with 
the names of the doctors. 

If doctors could only be brought to realize 
that they are writing records for permanent use 
and in which accuracy is the essential feature; 
that no record of this kind and no detail of 
any record is unimportant; that every item that 
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is asked for by the blauks is wecessuary for a 
proper understanding of the Vital Statistics of 
ihe community, this would not occur. 

It may be that some of the information called 
for in any particular case may not be needed 
for years, and if the information given by the 
doctors is written with poor ink, or if illegible, 
tle Value of the certificate may be entirely lost. 
\nd these certificates are extremely important 

the individual during life, and may be of 

estimable value in the settlement of an estate. 

We have recently seen during examination for 
army service how difficult it is to determine the 
exact age of many persons who cannot show a 
clear certificate of birth. 

The same conditions are found to enter largely 
into the affairs of civil life; entering school, and 
into a business life requires a definite statement 
as to age, and unless this is forthcoming a delay 
may oceur, and often to the embarrassment of 
the person whose birth records are wanting or 
incomplete. 
statement of claims to the War Risk 
Insurance the exact date of birth of all children 
is required, and a failure to supply the necessary 


In a 


information is certain to cause delay and _per- 
haps result in great hardship to the beneficiary. 

There is another subject of high importance 
in which doctors have been found to be neg- 
lectful; that is, the reporting of communicable 
diseases. 

Here we find all phases of the subject, from 
absolute failure to mere tardiness. 

lt has been found that in tuberculosis the re- 
port is often delayed until the death of the pa- 
tient is near or has actually occurred. 

In other communicable diseases epidemics have 
heen caused through the failure to report a case. 

These are some of the items chargeable against 
doctors, and in conclusion I would earnestly 
appeal to them to aid in removing the stigma of 
“non registration area” from our state. 

Emphasis is laid upon the following: 

|. Report all births within ten days. 


2. Fill all blanks on 


tificates, 


birth and death cer- 


3. Write plainly, remembering that it is for 
a permanent record and may only be needed 
long after the doctor is dead. 


!. Report all reportable diseases promptly, 
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learing im mind that your duty extends beyond 
the care of the individual patient. 


929 


233 Collinsville Avenue. 
DISCUSSION 
Dr. C. C. Kost (Dixon): 


emphasize that word “plainly’ 


I just simply wish to 
that the 


Doctor em- 
phasized. 

Dr. McClanahan (Viola) : 
to show the importance of reporting work. 
had 


Just a little incident 
We have 
a law that said births should be reported for 


many 


years. 

| have a brother who is a medical missionar: 
in Egypt. They told him if there couldn't be found 
a record of his birth in our county seat where he was 
born he would have to go to Washington to get a 
special permit from the State Department, but | 
happened to find that birth record; it had been re- 
ported, fortunately. 





SHOULD THE MEDICAL PROFESSION 
ORGANIZE—OR BE BOLSHEVIZED? 
VOTES, VOTES, AND MORE VOTES. 

G. Franx Lypston, M. D., 

CHICAGO. 


Some months since I published the statement 
that in America the medical profession was the 
weakest link in the “bourgeois” chain. As usual, 
| was accused of being an alarmist. Now that 
the shadow of the bolshevistic hawk is hovering 
ever the medical barnyard, the medical fledglings 
and booby birds are frantically seeking for 
There is talk 
medical “organization,” ete., ete..— 
fetiches—symbols to conjure with and solicit the 
protection of the gods, albeit the gods them- 
selves are impotent in the fact of stupidity. 

We are told that we must organize for defense 
against the rapacity of insurance companies, cor- 
porations, and like evil things. 
ing? What percentage of the profession is inter- 
ested in such matters? What about a hundred 
different abuses of which the vast majority of the 
rank and file are victims? What about the doc- 
tors who serve the public, especially in various 


“cover.” much about medical 


> 


“unions,” 


Isn’t that amus- 


institutions, for nothing—and take a civil service 
examination for the privilege? Are not the insur- 
ance companies and big corporations, who pay 
next to nothing, at least as benevolent as public 
service institutions that pay nothing? Speaking 
of “next to nothing,” compare the salaries paid 
by our health department with the wages of the 
: (Please do 


“white wings” who clean the streets. 
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not drag the wages of bricklayers, plumbers, 
sewer builders and carpenters into the argument, 
and don’t even mention the scrub women at the 
County Hospital.) 

It is noteworthy that, whenever the public 
press quotes somebody or other as advocating a 
doctor’s “union,” certain medical men always 
break into print the next morning with profuse 
apologies and explanations, apparently fearing 
that the public may suspect that the medical pro- 
fession has developed a tiny bit of “guts.” 

A profession that lacks self-respect and self- 
appreciation gets just about what it calls for, i. e., 
no respect or appreciation from others. That’s 
why the medical profession has no social, com- 
mercial, or political status worth mentioning. 

Much of the danger that confronts the medical 
man is due to evil conditions within the profes- 
sion itself. We doctors are egotists by cultiva- 
tion, even though by nature we may not be unlike 
other folks. 
name.” 
surroundings are responsible for this. 


“Self-centered” is our “middle 


The exigencies of our vocation and our 


The average doctor has little brotherly feeling, 
and less consideration, for his coworkers and 
doesn’t care two whoops what happens to the pro- 
fession so long as his own toes are not trodden 
upon. Doctors have about as much esprit de 
corps as a gathering of cats on a tin roof. Their 
yowls and clawings and spittings are purely in- 
dividualistic. Often, if the doctor is a great “pro- 
fessor,” he babbles to his younger brethren of 
ethics, professional dignity and brotherly love, 
until he “gets his’n,” and then he tells the pro- 
fession to “go hang” and fathers various schemes 
to impoverish it, under the camouflage of the 
interests of “humanity” or of the “dear public.” 

The profession has had the “dear public” and 
“love of humanity” stuff ladled out to it and has 
swallowed it for so long that it now hasn’t the 
courage to confess that the practice of medicine 
is a vocation—in which one should be privileged 
to fight the battle of life on even terms with 
other men in other vocations, giving the public 
the best he can and getting the best reward he 
can. 

The doctor is “jollied” by the public—and by 
the medical “tin gods”—just as some people have 
jollied the poor, by promising them mansions in 
the skies and assuring them that it is easier for a 
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camel to go through the eye of a needle than fu 
a rich man to enter the Kingdom of Heaven. 
The poor man has taken “a tumble to himself.” 
He has seen through the lie—he has discovere 
that, whatever difficulty the rich man may ha) 
in getting by St. Peter, he can go through som, 
pretty small holes here on earth—without eve 


“humping” himself—and can “get by” with a 


But has the doctor taken a 
He has—not. 


most anything. 
“tumble ?” 

Aggregations of doctors daily are getting to- 
gether on the “welfare of humanity” and scien 
tific stuff; they even will pull together in pett 
medical politics, but whoever heard of a body « 
medical men getting together and sticking to- 
gether on any principle which promises to be « 
material benefit to the profession? How afrai| 
we are of violating moss-grown traditions an! 
offending certain ethical “bunk artists” an 
mawkish sentimentalists ! 

The doctor is the lowliest organism of whic! 
biology takes cognizance. Even the humble-i 
nomad has the instinct of self-preservation. | 
the profession took half as much interest in self- 
protection as it does in enacting laws which op- 
press reputable medical men, and repress quack- 
ery little if at all, it might help some. The 
medical practice laws of our various states may 
add to the gaiety of nations, but the spectacle vo! 
an experienced practitioner moving to another 
state, being compelled to submit to an examina- 
tion for a license, is one for gods and men: “.\ 
mad world, my masters.” 

To see ourselves as some others see us: 

A Senator from New York State, during the 
hearing on the Davenport-Donahue Compulso: 
Health Insurance Bill, March 19, 1919, said: 

“You doctors are the dearest people on earth aud 
we love every hair in your head, as individuals, 
but as a class you are pitiable! You spend your 
time and money and energy organizing and maii: 
taining scientific societies for the advancemeut 
of science and the betterment of mankind an: 
you don’t know the first thing about the law 
self-preservation. Go home and organize !” 

We always have fancied that we had plenty o! 
medical organizations, from county societies ai! 
local academies of medicine to our great nation! 
association, to which we have paid tithes without 
a murmur. But what have they done for us: 
Chiefly parcelled out offices and _ furnished 
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“kitchens” for the private practices of the “will- 

ig workers” and distinguished “We have with us 
tonight” from out of town, who happen to be 
<olid with the program committee. I recall one 
of these gentry who came a thousand miles to 
And 


On one oceasion. 


teach us how to cauterize a hemorrhoid! 


w edifving the discussions! 
wo well-known surgeons consumed twenty min- 
tes each in telling us how grateful we should be 
x the obvious compilation with which we had 
en favored by the eminent Dr. Fizz. Then 

there are those wonderful “original” papers, to 

which the author (sic) contributes nothing but 
is name! 

The nearest approach to doing something for 
e general professional weal by our national as- 
ciation was to block the recent attempt of a 
“ethical” 
cmplar (sic) from the east, to foist compulsory 
Did the 
to repudiate the 
iforesaid “beauty bright,” did they smell revo- 


‘hand-picked” president and eX- 
lealth insurance upon the profession. 
and-pickers” really want 
lution in the air—or have some folks really begun 
to see the light? I wonder. 
What shall We Do to Be Saved? 


: too late to do much, but it’s worth trying, for, 


Possibly it 


if the profession does not wake up, the practice of 
medicine as an independent vocation soon will be 
a thing of the past. Heaven help science and the 
“(lear public” both, when that evil day comes! 


Ilere are some of the things that 


should do: 


we 


1. Swat compulsory health insurance when- 
ever and wherever it raises its venomous head. 

Swat appropriations for such schemes as 

th proposed $15,000,000 group of state hospitals 

Don’t let “special 

eaders,” i. e., job holders, job seekers and men 


and laboratories for Illinois. 
who are ambitious for personal glory at the ex- 
pense of the profession, fool you. 

3. Swat that lovelv scheme to induce the U.S. 
(iovernment to assume charge of all the venereal 
If the Government ever 
should assume control, and showed the same de- 
gree of intelligence and effisiency as in the recent 
war, heaven help the country! 


practice in America. 


Swat the scheme for a big appropriation 
the Government for “advancement of medical 
” It does not require more than one guess 
to determine who would “run the show” and 


1) 


wT ienee, 
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spend the money. (Still, I “dunno.” Two fac- 
tions are after it.) Government control would 
mean medical “gang” control. The “advance- 
ment of medical science” sometimes masks much 
self-seeking and unholy medico-political ambi- 


tion. 


5. Swat the scheme for a medical cabinet of- 
ficer—swat it twice. 


stuff, 


It would mean more “gang” 


6. Swat, and swat hard, every medical man 
who accepts without pay, state, municipal and 
government jobs. They can be swatted easily 
“Blacklist” them and cut off their “re- 
ferred work” and watch them take to the “tall 
timber.” 


enough. 


Also, fire them from our medical so- 
cieties. A certain State Representative speaking 
“Hell! We can get all 


them fellers we want, for nothin’.” 


of doctors recently said: 


7. Establish some sort of a salary and free 
standard for public and corporation service, and 
make our society members live up to it—the 
profession should not be content with crumbs 
In brief, 
show a little of the esprit de corps of the hod 
carriers’ Incidentally, let the doctor 


from the public and big business tables. 


unions. 
stand by the doctor—less knocking and more 
boosting of the profession, for the profession and 
by the profession. 

8. Cease wearing that mawkish, hypocritical 
camouflage of the “dear public” and admit that 
medicine is a vocation, the practitioners of which 
are as much entitled to a fair show in the struggle 
for existence as are those of any other. Less 
“dear publie” and more “dear doctor” is in order. 
lf we must go on in the old way, then let us de- 
mand consistency on the part of the “dear pub- 
lic.” (Imagine how landlord, 
butcher, shoemaker, ef al.—to say nothing of the 
tax gatherers—-would howl at this!) The medical 
profession always has, and always will, do more 


your grocer, 


than its share of charity work, but it is high time 
it ceased doing the other fellow’s. 
The doctor should demand a fair chance in the 


Lattle of life. It may be a generous world, but 


all the same, if the skies ever should rain soup, 
the business man would be handed a bowl—the 
doctor a two-tined fork. 


The dear public demands so much of us and so 
little of the quack, that it is a wonder that so 
few medical men depart from the straight and 
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narrow path—-the more especially as certain med 
ical men in high places “put over” such raw stuff. 

9. Babble less of ethics, that bogey man de- 
vised by the monopolistic medical “Wiseheimers” 
to frighten the medical babies, and devote less 
attention to medical politics and more to the 
“arden” variety. Votes, votes and more votes 
these are the only arguments that your legislator 
will listen to, except—well, something of which 
the quack and the patent medicine man, and 
some other people seem to have plenty-——when 
legislation adverse to them is in prospect. A 
highly cultured member of the Illinois state legis- 
lature once remarked: “If youse guys wanta put 
anything troo, ye gotto kiss it troo.” 

We need more medical men in politics—of the 
kind who will be loyal to the profession. And 
let us so conduct ourselves that entering politics 
does not spell professional ruin for the doctor. 

10. Organize a national federation of new 
societies, the principal business of which shall be 
to battle for the best interests of the rank and 
file of the profession. An association of 50,000 
with dues of five dollars per vear, devoted to the 
publication of propaganda with a punch and to 
practical politics instead of to God know what, 
might help some. Let any respectable, legally 
licensed practitioner be eligible to membership. 
Why call it a “union”? Here’s where camouflage 
is of practical value. I could put my finger on 
several associations which are run by and for the 
few at the expense of the many, under the cloak 
of “scientific advancement.” Well, let’s have a 


” 


great association labeled “scientific,” which shall 
be run for the social, economic, and political ad- 
vancement of the many. 

A competitor of existing medical organiza- 
tions ? Oh, no: the new one would not do the 
things the old ones have done and would do the 
things the old ones have left undone. Incident- 
ally, if any of the old organizations should con- 
strue the new movement as an attack upon them. 
or as an attempt to organize competition, so much 
the worse for them. The new association can do 
a hundred things for the benefit of the profession 
without touching anything which the old ones 
ever did. At best, they have “fallen down.” “Jf 
this is treason, make the most of il,” and if what 
IT have said be professionally selfish, make the 
most of that also. 


September, 192 


CATHARSIS FOLLOWING ABDOMINAL 
OPERATIONS* 
Joun Francis Herricx, M.D., F.A.C.S. 
OTTUMWA, IOWA 

The proper management of the bowels follow 
ing laparotomy was so thoroughly discussed fro 
almost every angle some years ago that it woul 
seem superfiuous to introduce the subject agai 
Notwithstanding the attention given to this su 
ject there is still a difference in the practice 
physicians and some benefit may come from 
consideration of it on this occasion. 

The general practice of clearing the alimenta 
canal of all fecal matter prior to operation « 
the abdominal viscera gives almost universal sat- 
isfaction. It is advisable to use such means 
will cause little irritation such as castor oil « 
sulphate of magnesia. They should be given t! 
afternoon before and be followed by an enen 
Solid food is withheld in the meantime. | 
emergencies or acute inflammatory conditio 
involving the alimentary tract no cathartic is 
permissible, the enema alone being warrante: 

The proper management following laparoton 


is probably more important than that prior | 


operation. This discussion will be limited 
cases normal or otherwise, in which there is 1 
mechanical interference with bowel movement- 
Organic ileus will be dismissed with the stat 
ment that it calls for the only treatment tl 
can benefit, that is relief of the obstruction. 
Some years ago the almost universal pract 
was to begin very early after laparotomy wit 
calomel and active catharties, surgeons genera 
being of the opinion that the recovery of 
patient depended on an early evacuation of 1 
bowels. In truth what appeared to be the caus 
of the good results was due to the favora 
condition for recovery inherent in the pati: 
and not the result of the active efforts to m 
the bowels; while the evils attributed to dela 
movements were the result of the patient’s « 
dition and not due to failure of bowel movements 
Post-operative conditions such as vomitins 
distention, elevation of temperature and restles- 
ness are at times made an excuse for energeti 
efforts to move the bowels, while these symptuts 
togther with intestinal stasis are all the result o! 
pathologic physiology resulting from the dise 


*Read before Tri-State Medical Society, Rockford, 1919. 
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ey disappear as the insults to the tissues are 
paired. If the 


ptied prior to 


bowels have been properly 
the operation, there can be 
tle reason for attributing unsatisfactory con- 
tions to the contents of the alimentary canal. 
ere is great danger of confounding cause and 
ect. 

Normal peristalsis of the gastro-intestinal tract 
through the 
Prob- 


certain glandular products or hormones are 


ihe result of impulses sent 


jionomic or vegetative nervous system. 


o a factor but their intimate connection with 
autonomic activities make it difficult to sepa- 

the two. 
onsidered as consisting of three segments, the 


The autonomic nervous system 


nial, sympathetic and sacral. The cranial and 
ral occupy the upper and lower segments, re- 
ctively. They tend to promote active peris- 


sis, while the sympathetic occupying the 
tral segment tends to restrain these activities. 
iastro-intestinal stasis may result from either 
istie or paralytic ileus. Acute spastic ileus is 


re commonly the result of irritation above 
diaphragm, being often observed in pneu- 
iia and diaphragmatic pleurisy. It is more 
imonly found in children and may lead to 
wv in diagnosis. This has happened in pneu- 
ia and basilar pleurisy in which the spasticity 
tinued for several days during which time 
is impossible to move the bowels. Paralytic 


s may result from disease as for instance 
itonitis, or may be produced by trauma as in 
ration. In either case the mechanism is the 
ie and is the result of injury to some of the 
minal viscera. 
It has been established that strong emotions, 
itoneal inflammation, severe pain, exposure 
handling of the abdominal viscera all tend 
nhibit 


the action of the cranial and sacral 


sions of the autonomi and at the 


svstem 


time to stimulate the sympathetic into ex 


sive activity. The degree of inhibition and 
uulation are governed by the susceptibility of 
patient and by the extend of the trauma or 
iry sustained by the viscera. It has appeared 
me that the inhibition was greater when the 
jury was inflicted on those organs supplied by 
cranial division than when it fell on those in 

lower abdomen supplied by the sacral 
ision. This inhibition is present for a greater 
less time following all abdominal operations 


- evidenced by dilatation of the pupils, dry 
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ness of the mouth, absence of digestive juices, 


inhibition of peristalsis of the 
of the 


time 


gastro-intestinal 
bladder. 


with 


contractility of the 


same and coincident these, 
stimulation of the sympathetic closes the pylorus, 
mtracts the vesical sphincter, stimulates the 
adrenals, accelerates the heart rate, ete. In other 
words, the normal balance between the activities 
of the two opposing divisions of the autonomic 
nervous system, is for the time being disturbed, 
the extent of the disturbance di pending as stated 
and the 


the individual patient. 


above on the amount of trauma 
susceptibilities of 

The treatment of intestinal stasis or ileus dk 
pends upon the form and its cause. The spastic 
condition prevents action of the bowels by con- 
stricting their lumen, and drugs 
tend to 


patient in a much more uncomfortable and even 


given by the 


stomach excite vomiting and put tli 


serious condition. In like manner high or stimu- 
lating enemas fail as the spasticity usually in- 
volves the 
sufficient doses will do more to quiet the hyper 


colon. Opium with atropine in 

ting cranial and sacral autonomic nerves than 
any other treatment. In fact 
withholding of food by the 
treatment. In 
under full doses 
and the 


catharties. 


this with the 
stomach is the only 
most cases in due time, even 
of morphin, the spasm will relax 
howels move freely without the aid of 


The recovery of t] patient will 


depend on the progress of the exciting cause of 


ihe pastie ileus and not on the failure of howel 
movement. 

In the treatment of the paralytic form of ileus 
When due 
to peritonitis, prevention can be exercised only 


prevention is of utmost importance. 


in so far as it is possible to prevent or relieve 


the peritonitis. On the other hand if due to 


the trauma of operation a great deal can be done 


to prevent the more serious formes. 


The frame 


of mind of the patient both In fore ar ifter the 


operation plays no minor irl Dread of the 
operation and fear of the outcome following th 
operation are in themselves sufficient in suscepti 
hle individuals to bring about this condition. It 
should be the rule to have the patient go into 
the operating room in a confident frame of mind 
and to be assured afterwards, in ev ry way, of 
the ultimate success of the operation. 
Anesthetics differ 


eensation 


their 
the assanit an the 


widely in power to 
limit 


That 


and 


Nloek 


nervous system. anesthetic should — be 
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chosen which in view of the requirements of the 
Farther 
than this the subject of anesthetics will not be 


case, most limits post-operative trouble. 


Paralytic ileus is a natural conserva- 
The 
extent of the ileus depends upon the severity 


discussed. 
tive action and should be so understood. 


of the disease or the amount of trauma during 
the operation. If the disease, as for instance 
peritonitis, is severe the ileus is complete and 
will 
through proper functioning of the autonomic 
If not due to disease but to operation 


continue until nature regains control 
system. 
its extent will be proportionate to the trauma 
and exposure incident to the operation. What 
may seem of little consequence since they do not 
produce a reaction in an anesthetized patient may 


easily produce profound impressions on the cen- 


tral nervous system to be later manifested as 


knives and 


Dull 


necessary clamping of large masses of tissue, 


paralytic ileus. scissors, un- 
handling the viscera, dragging on the mesentery, 
exposure of the viscera to the air and so on all 
produce more or less reaction depending on the 
extent of the injury. The ileus resulting in 
this class of cases is conservative. It is nature’s 
means of bringing about a condition most favor- 
able to recovery. Great care should be exercised 
not to defeat nature but to assist her by correct- 
ing excessive and stimulating deficient action by 
means not harmful in themselves. 


of glandular secretion and of 


The absence 
gastro-intestinal 
peristalsis is not necessarily serious if not too 
long continued, especially are they not as serious 
as the results of violent efforts to force bowel 
movements. 

In the average post-operative case complete 
rest will result in a day or two in the resumption 
of function by the autonomie nervous system, 
It will be evidenced by a return of the pupils 
to normal, return of salivary and gastro- 
intestinal secretion, lowered pulse rate and a 
sense of general improvement experienced by the 
patient. At this time a gentle laxative such as 
calomel followed by an enema will be all that is 
required. 

Should reaction be delayed because of peri- 
tonitis or trauma, the same reasons are present 
for conservative action. Nature can be assisted 
much more successfully and safely by the calma- 
tive efforts of proper doses of opiates which by 
lessening the transmission of harmful impulses 


aids the central nervous system in sooner re- 
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gaining control so that the cranio-sacral division 


of the autonomic nerves may resume normal a 
tion and the sympathetic be quieted. In 


time the bowels may be easily moved by gent! 


means. Very active cathartics, especially if a 


ministered early, irritate the stomach and bowe! 


end thus increase the evils which it is propos: 


to overcome. When necessary the stomach ma 


be easily and safely emptied by the stomach tul» 


In like manner the colon may be emptied | 
gas by the rectal tube and if necessary sma 
stimulating enemas. 
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Much attention has been given to the discover, 


of drugs or biochemicals which by a specific ac- 


tion on one or other of the divisions of t! 
autonomic system could be useful in regulati: 


their action. 


The results so far are limited. 


Pituitary extract appears to be a decided advanc 
in the line of a stimulant to the cranio-sacra! 


divisions and has been freely used in the co 
dition under consideration. 
ter when 
equilibrium, 





X-RAY MANIFESTATIONS OF DISEASE 


OF THE CHEST* 
KE. Lee Gunnino, M.D. 
GALESBURG, ILLINOIS 
| bring this subject before you, not for 
purpose of presenting new material, but rath 


to recall to your minds some of the radiologi 
(diagnostic points in chest examination. The lait 


have the misguided opinion that the x-ray w 
demonstrate any and all pathological conditio 
—they in many cases demand this form of | 
amination, particularly in chest conditions. ‘T| 
is forcing many of us to add to our armany 
iarium an x-ray equipment, and with little 
no training, we attempt to interpret screen 
findings—little that 
browsing in a field that has become so specializ 


plate realizing we 


and requiring such training and application 


It should not be ai- 
ministered too early as results are much bet 
nature has partially recovered her 


to soon demand specialization within itself. \\. 


now have divisions such as chest radioloy 


gastro-intestinal radiology, ete., with men < 

voting their entire time to such branches. 
We have frequently had patients come to 

who have been told that their radiograph 


*Read before the Section on Surgery at the Sevent 
Annual Meeting of the Illinois Medical Society at Rockf 
May 19, 1920. 
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vealed pulmonary tuberculosis. Our radiographs, 
accompanied by careful physical examination, 
clinical observation, and occasionally a subcu- 
taneous tuberculin test, failed to confirm the 
diagnosis. What is the answer? 

No untrained man would attempt to make 
Wassermann tests and treat his patients on the 
lasis of his results. 
should the untrained 


radiologic diagnosis. 


In our opinion, no more 

man attempt to make 
tadiology is an even more 
exacting specialty than serology for it demands 
a foundation of pathology and 
anatomy, in addition to the technique of shadow 
interpretation. 


physiology, 


To some of you my subject matter will be very 
familiar and I hope you will forgive me if my 
presentation seems didactic. 

| bring for your consideration the subject of 
“X-ray Manifestations of Diseases of the Chest.” 

Tuberculosis is probably the most important 
and frequent affection of the lungs with which 
we have to deal. It is the disease which is so 
readily diagnosed and followed by the x-ray. We 
shall confine attention chiefly to what 
sunvan chose to term the “Captain of the Men 

Death.” 

Barion has summarized the values of radiology 

pulmonary tuberculosis: 


our 


1. To detect latent tuberculosis, particu- 
larly the mediasternal type. 
Early diagnosis of incipient tuberculosis. 
Confirm clinical diagnosis differentiat- 
ing pseudo tuberculosis. 
Give exact topography of lesions. 
Follow development. 
Give information on complications. 
Furnish indications for Forlanini— 
Murphy treatment. 
The graphic appearance of a negative chest 
aries with: 
Size and shape of chest. 
Age of individual. 
'. Previous pulmonary diseases. 
X-ray appearance of lungs consists of : 


|. Great mass of air vesicles which permit 


passage of ray. 

Network of bronchi, blood vessels and 
lvmphatics. These latter are re- 
sponsible for markings on the plate and 
their variation gives indications of 
disease. 

We are not so much concerned or puzzled in 


as a whole. 
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the radiographic appearance of advanced chronic 
tuberculosis with positive clinical and _ stetho- 
scopic signs. We are more interested in making 
a diagnosis in the latent cases where clinical and 
stethoscopic signs are wanting or in the incipient 
ease which is clinically tuberculosis, but in which 
the stethoscopic signs are either absent or so 
doubtful as to make us uncertain on a positive 
diagnosis. It is in these cases particularly that 
the x-ray gives us assurance. 

The latent forms present no chest symptoms 
and no physical or clinical signs referable to the 
chest. There is a loss of weight, strength, and 
appetite with no apparent cause. 

The incipient and miliary type may present 
cough, shortness of breath, night sweats, ete., in 
addition, but the physical signs are indefinite. 
In the majority of these cases x-ray evidence is 
definite. We can graphically present fibrous 
cicatrices, cretaceous tubercles enclosed in calcar- 
eous coverings and caseous or calcareous glands. 

Routinely we study these cases by screen and 
stero plate observing shadows in apices, hili, in- 
terlobar fissures, costo-diaphragmatic sinuses or 
limited portion of lung. 

Under the screen, we first observe the thorax 
The thoracic cavity and heart are 
There is 
usually a narrowing of the hemithorax and the 
ribs slant downward and outward with narrowing 
of the intercostal spaces. 


hoth usually modified in tuberculosis. 


There is a diminution 
in the excursion of the ribs on respiration. 
Rarely, however, are these findings present 
early. 

The median heart, so-called “water 
drop heart,” projecting very little to left or right 
of the median line, is characteristic of pulmonary 


phthisis. 


small 


With no other finding, such a heart 
A 
large heart in a suspected case is to be interpreted 
favorably. 


indicates a predisposition to tuberculosis, 


Next we observe the respiration for the changes 
Nor- 
mally the right diaphragm is slightly higher than 
the left and thev both rise and fall regularly 
through an equally extensive excursion. 


are often valuable in an early diagnosis. 


In in- 
cipient tuberculosis, careful examination and ex- 
act measurements often show early modification 
of excursion on the side affected. During ex- 
piration, the diaphragmatic domes may rise to 
the same level but on inspiration the excursion 
becomes unequal. The lowering of the diaphragm 
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is less on the diseased side. The inequality of 
diaphragmatic excursion has two theories: (1) 
Loss of elasticity of the lung due to infiltration 
and (2) a reflex inhibition. This sign is of 
value if it corresponds to a change in the hylus 
shadow or a diminution of the clearness of the 
apex on the same side. 

Frequently we may find one of the costo- 
phrenic angles obliterated or on the left side, 
no clearing between the heart and diaphragm 
on inspiration, thus indicating pleuritic in- 
volvement. 

We next observe the hylus shadows. Nor- 
mally the hylus is crescent shaped, elongated and 
situated at the edge of the median shadow sepa- 
rated from it by a narrow clear band. The upper 
points are short, the lower extends into the 
lower one-third of the right lung. The left lower 
is covered by the cardiac shadow. It is distin- 
guished clearly in the normal lung and always 
remains somewhat light. The shadows are al- 
ways abnormal at an early stage of tuberculosis. 
In some cases, hylus infection precedes pulmo- 
involvement. This is the usual onset in 
The abnormal findings are increased 


nary 
children, 
opacity. The hylus becomes more visible and less 
homogeneous. The narrow band disappears. 
There is a central enlargement, an elongation of 
the points and a disappearance of the crescent 
shape. 

These findings alone, however, are not diag- 
nostic non-tuberculous conditions 
may produce them. They may follow any bron- 
chial or peribronchial inflammation. In children, 
they follow pertussis, measles and grippe; in 
adults, affections of the mediastium, esophagus 
These changes together with 


since many 


or even stomach. 
a suspicious diaphragm or apex are of diagnostic 
value. They are evident on screen examination. 
hut detail and depth may be studied in’ stereo 
plate. 

The apices normally art bright and light well 
on coughing or deep breathing. In early cases, 
we look for a loss of clearness or a unilateral 
shading. Instead of a lighting, we may observe 
a “closing” or darkening of the apex on coughing. 
Apex findings are usually diagnostic. We must 
remember, however, that they may be due to such 
pathology as substernal thyroid, clavicular 
glands, old fractures about the shoulder girdle. 
aneurvsm of the arch of the aorta, soft tissue 
tumors such as lipoma, old imperfectly resolved 
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upper lobar pneumonia, etc. The screen finding- 
may be negative so the detail of the stereo plat 
is studied. The plate reveals finer detail shadow: 
and half tones cast by disseminated tubercles ai 
perivascular and peribronchial infiltration whic! 
are invisible under the screen. 

The onset of tuberculosis is often in an int 
We s 
a somewhat opaque obscure band transverse! 
cutting the hemithorax in its entire width at t] 
There is often given 1 


lolfar fissure (“tuberculose sissurale”). 


level of an interlobe. 
stethoscopie evidence, nor the temperature © 
serious functional troubles which ordinarily a 
company suppurative interlobar pleurisy, and it 


is diagnosed by the x-ray only. 

In the periphery, we search for disseminate! 
tubercles and Dunham’s fans, as the shadow: 
cast by perivascular and peribronchial infiltrativ 
are termed. These are rarely visible wader t 
screen but are readily demonstrated on the plat: 
For convenience, we divide the chest into out 
middle and inner thirds and upper, middle a: 
lower thirds. We have learned that norma! 
the outer and upper thirds of the chest shoul: 
show none of the finer structure. In tuber 
losis, we are early able to see detail of structur 
within these areas. 

In spite of everything however the early diay 
nosis Of pulmonary tuberculosis remains one « 
the most difficult clinical problems. The x-1 
iy merely an added form of examination but mo 
exact. This form of examination should neve 
be neglected any more than you would neglect 
the stethoscope. It must be remembered, ho 
ever, that a negative x-ray examination does 1 
mean a normal lung. Positive evidence alone is 
of absolute value in medicine. A radioscopi 
examination by disclosing slight modifications 
clearness by localizing these modifications whe: 
clinical examination has suspected them, w 
the 


evreater assurance, 


vive clinician either certainty or im 
Two other forms of tuberculosis are: inclu 
in this group,—miliary and infant tuberculosis. 
because they give often no stethoscopic signs a) 
dfagnosis is often difficult. The miliary form is 
often the beginning of confirmed tuberculosis. 
The patient may be treated and diagnosed as 
bronchitis. The symptoms sometimes resem|)le 
gastric disturbance or typhoid. * Typhoid pneu- 
monia is often diagnosed. Thoracic symptoms 
nay be absent and appear only at a later sta: 
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establish the 
Infant tuber- 
ilosis is readily established by x-ray. It is shown 


instantaneous radiographs will 


agnosis showing granulations. 


rdinarily to begin as a small focus in lower lobe 
(R) then attacks the glands of hilus, later the 
racheo bronchial glands and the apices subse- 

ent to these gland lesions. 

In all forms of chronic or sub-acute pulmonary 

wrceulosis with the clinical diagnosis evident, 

liology is used simply to (1) confirm diag- 
osis, (2) differentiate pseudo tuberculosis, (3) 
-tudy development, (4) disclose complications, 
>) furnish therapeutic indications 
orax). 

(he radioscopic appearance in these cases 


(pneumo 


-ows the widest variations as does the pathology. 
\!! manifestations from questionable shadows to 
-olute opacity or involvement of entire hemi- 
ax or both pulmonary fields are seen. The 
ost unexpected forms and localizations may 
established. The stethoscopiec signs may in- 
cate severe involvement and the x-ray negate 
ihis and vice versa. 
\bnormal shadows are seen most often to af- 
| the apices and hilus in general. The shadows 
scattered, varying in density and separated 
It is a mot- 
x. Tuberculosis develops through foci. In 


rom one another by clearer spaces. 


firmed tuberculosis, abnormal shadows are 
wut on both sides but usually predominating 

the side first affected. In advanced cases the 
lows reach the lower lobes and the apices be- 


‘ spotted with clear zones due to cavitation. 
DISCUSSION 

ir. E. S. Blaine (Chicago): Obviously this paper 

belongs in another section, and | 


Surgical 


fear that in the 
Section a discussion on early pulmonary 
tuberculosis as it might be seen by the x-ray might 

t prove very popular among a group of surgeons 

h as we see here. However, as it has been pre- 

1, we find that facts have been put forth that 
founded on experience. Not all people engaged 
medical work agree to some of the conclusions. 
still tind men in medical diagnosis who say the 
iy isn’t werth a darn in lung diseases. However. 
such work 

w otherwise, and it does seem strange that there 
still men who enjoy good reputations who will 
rake such a statement. 

The question, as Dr. Gunning has given it, of a 
pecialty, is probably to be taken with a little grain 
of salt. It is true that some of us must confine our 
forts in order to get the maximum value of x-ray. 
vhether it be in surgery or medicine, but we find 


t with a broader dissemination of knowledge, that 


se who are engaged extensively in 
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all of us are going to be x-ray experts. Witness the 
increasing number of men who are adding an x-ray 
apparatus—now we are getting them vest pocket size 
The fact that, as 
Dr. Gunning suggested, a case recently came to him 
diagnosed from the x-ray viewpoint as pulmonary 
tuberculosis, and he finds it entirely negative from 


—to their office armamentarium. 


the same viewpoint, shows us that x-ray is not a 
formula proposition. We can't let a certain thing 
equal .\ and another thing equal Y and say that X is 
the result. There is still need for brains in reading 
x-ray plates and screens. 

The negative and positive findings of x-ray on tu- 
berculosis will be positive in one man’s hands and 
negative in the other, because of misinterpretation,— 
the early stage of such a pulmonary change looks 
different to you than it does to me perhaps. 

The thing that I wish to bring out is, don’t blame 
the x-ray; blame me if I am wrong, but not the 
x-ray. It is our fault if our conclusions are incorrect. 
Fortunately, a large service backed up by post mortem 
findings called forth a remark by a well-known path- 
ologist whom all of you recognize as worth listening 
to. He said that it is surprising that when the post 
often the 
x-ray was the cne that was not the incorrect one. 

Dr. Gunning (Closing Discussion) : 


mortem conclusions are written down, how 


My purpose in 
pointing out the specializing in x-ray work was not 
to demand specialists, but to call to your attention 
the fallacies of attempting to make radiologic diag- 
noses with absolutely no training 


DIAGNOSIS OF HEART LESIONS 
SIMPLIFTED.* 
k.. M. D., 


University of Illinoi 


JouN WEATHERSON, C, 
Medicine, 


CHICAGO, 


Associate Professor of 


The method in vogue for diagnosis of valvulai 
diseases has, for many years, been rather crude 
and cumbersome.  Autopsies have shown that 
many mistakes were made which added confusion 
to the subject. Postmortem siudies are showing 
us that by approaching the question of diagnosis 
from the standpoint of the etiology, we are on 
much firmer ground and the diagnosis thereby 
much simplified. 

The profession was a long time in realizing 
that the type of heart lesion in any given case 
cannot be recognized by the mere presence and 
type of heart murmur. 
hear a regurgitant murmur in a dilated valve or 
in a stenosis. 


We can, for instance, 


In fact, many murmurs do not 
mean valvular disease at all. Hence we see that 
it is necessary to accurately understand the pa- 


*Read_ before the Section on Medicine at the Seventieth 
Annual Meeting of the Illinois State Medical Society at Rock 
ford, May 19, 1920, 
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thology present in a patient in order to under- 
stand the diagnosis, give a prognosis and insti- 
tute proper treatment. 

There are some patients, whom we know will 
die in two years after a murmur appears. On 
the other hand, the writer has recently heard a 
valvular murmur in an old lady, 86 years of age, 
who declared that her physician discovered and 
mentioned this same murmur over 40 years ago. 

This question of diagnosis and prognosis has 
lhecome somewhat simplified and better under- 
stood, only since we learned to check up autopsy 
findings with the etiological infection. 

In other words, knowing the cause which pro- 
duced the heart lesion, we are now better able to 
diagnose the type of lesion, give a prognosis and 
begin correct treatment, than we ever were when 
we depended merely on signs and symptoms. 

Autopsies show us that we can depend on any 
given infection to run “true to form” and always 
produce its particular type of lesion. The mur- 
mur that we hear under the circumstances may 
vary in different patients for reasons to be con- 
sidered later, and so, is an unreliable sign on 
which to base a diagnosis. 

It was the writer’s good fortune to be permitted 
to study, under Cabot of Boston, some autopsy 
statistics recently compiled at the Massachusetts 
(ieneral Hospital. 

Some of the findings are surprising in nature, 
but are based on 4,000 autopsies, and so must be 
considered fairly conclusive. 

These records show, among other things, that 
a streptococcic infection of a heart-valve always 
produces the same type of lesion, namely, stenosis 
cf more or less degree. The common streptococcic 
diseases, which can always be depended on to 
produce stenosis, are the following: Rheumatism, 
arthritis, scarlet fever, tonsillitis, ete. 
Not a single case of valvular lesion following any 
of these diseases was found postmortem that pro- 
duced anything but stenosis of one or more valves. 

The pneumococcus, also, seems to fall in this 
Bacteriol- 
ogists also have recently called attention to the 


chorea, 


group as far as stenosis is concerned. 


close relation between the morphology of the 
pneumococcus and the streptococcus. 

The type of murmur recorded in these cases 
varied considerably in the different patients, al- 
though all showed some degree of stenosis. In 
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about one-third of the cases, the mitral was tl) 
only valve affected. A number showed the aort 
as the only valve diseased. The larger numbe; 

however, showed various combinations. It is j) 

teresting to note in this connection that tri-cusp 

stenosis never exists alone. Although the systo!i: 
regurgitant murmur is the one we usually hear a 
the mitral valve, yet if the etiology is rheumatism. 
for example, we know that we have a stenosi- 
present on the basis of these autopsy records. 

As an example of the variation in the type 
murmur, we may cite the fact that a stenosis cur 
produce a pre-systolic murmur at the mitral j 
one patient and a systolic murmur in anothx 
Or, it will produce a diastolic murmur at t! 
aortic in one patient and a systolic in another. 


This is explained by the fact that there a: 


varving degrees of stenosis causing more or les- 
obstruction to the flow; and varying degrees . 
destruction of the valve-segments, allowing mor 
or less leakage which we call regurgitation. | 
the leakage is greater in proportion to the ste: 
osis, the murmur is usually regurgitant in ty 
and vice-versa. 

In congenital stenosis, as well as in the 
quired form there is more or less shortening « 
the valve-segments, leaving the orifice in an oy» 
rigid condition allowing leakage. 

But we know, also, that actual dilatation 
the orifice of a valve gives a leakage, whether t! 
segments are damaged or not. 

It is readily perceived how unreliable it is | 
try to diagnose the condition present in a heart 
case simply by the type of murmur. It is al- 
seen that no matter whether we hear a pre-systo! 
murmur or a systolic at the mitral, we can s: 
positively, that we are dealing with a stenosis | 
that valve, if we can connect the present lesi: 
up with a preceding steptococcic infection. Hei 
the simplicity of this method of diagnosis. 

Even though a regurgitant murmur is the o1 
usually heard at the mitral in stenosis, it is po- 
sible to bring out a pre-systolic murmur in so 
cases by various tricks. The common one is 
exercise the patient and then listen. Anot) 
one is to break a perle of amyl-nitrite under 1 
nose of the patient while ausculating, as suggest: 
ly Morrison. This pre-systolic murmur, by t 
way, is nothing like other murmurs, It is mor 
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a coarse vibration or rumble, even when nat- 
ral, and is the one often overlooked. 

Another disease causing a valve lesion is 
philis. Here again the infection always runs 
‘true to form.” Autopsies of the last ten years, 
ecked up by finding the spirochetes in heart 
ecimens, show that syphilis, when it involves 
e heart, never hits any but a certain valve, 
mely, the aortic. Furthermore, the lesion is 
ways the same, namely, a true dilatation. 
Therefore in every case of aortic regurgitation 
hear, we should always think of syphilis and 
that a Wassermann is done. Also we know 
that a lesion of any other valve cannot be 
syphilitic. 

Given a positive Wassermann in an adult under 
\0, where we find a regurgitation at the aortic, 

| which happens to be the only valve affected, 
and who is without a history of some streptococcic 

ection, the diagnosis is certain to be heart- 
valve syphilis. 

\s an example of the preceding method, we 
will suppose that we have discovered a diastolic 
murmur at the aortic valve, together with- the 
signs that go with it, namely, Quincke’s capillary 
pulse, throbbing arteries, Corregan’s water-ham- 
mer pulse, ete. The ordinary diagnosis would be 
an aortic regurgitation. But this really tells us 

’ little. Regurgitation is merely a symptom, 

act of leakage that ceases at death. All we 

ow is that we are dealing with some damage 


1 


that allows leakage. 


The question becomes, what is this damage, 
vy was it produced and what is its prognosis ? 
If now, we can connect this lesion with a pre- 


ling rheumatism or some streptococcic infec- 

we can say positively that we are dealing 

with a case of stenosis, that the valve cusps are 

damaged so that they will not close and that the 

prognosis, compared to other causes of this con- 
dition, is good. 

If, on the other hand, we can connect this leak- 
ase with a syphilitic infection, we can say equally 
as positively, that we are dealing with a true 
dilatation or stretching of the valve-orifice and 
that the prognosis is poor, even though we begin 
anti-syphilitie treatment. 

The autopsy statistics above referred to sug- 
gest that, in looking for the etiology of a valvular 
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lesion, we may classify the cause under one of the 

following heads: 

Streptococcic or rheumatic, responsible for 44% 
of cases. 

Syphilitic, responsible for 12% of eases. 

Hypertensive (including sclerotic and renal), re- 
sponsible for 37% of cases. 

Thyrotoxie or goitrous, responsible for 6% of 

cases. Congenital, responsible for 1% of cases. 

Streptococcic types are usually seen in youth, 
syphilitic in middle life and the hypertensive 
tvpes in advanced life. 

Malignant or ulcerative endocarditis, which we 
occasionally see, is nearly always due to some 
virulent germ, often the pneumococcus, engrafted 
on an old sclerotic scar of some previous lesion. 

The goitrous heart produces, sooner or later, 
some hypertrophy and dilatation. These two con- 
ditions, by the way, usually co-exist, although 
there is no positive way of distinguishing between 
them, ante-mortem. 

The pulmonary valve is never infected after 
birth. But it may show a congenital lesion. It 
is stenosis when affected. Hence a murmur de- 
veloping at the pulmonary valve long after birth 
is usually functional. 

The hypertensive type includes those cases as- 
sociated with long-continued high blood pressure 
from whatever cause, or with hardened arteries 
and where the valve orifice or segments are hard- 
ened, rigid or shortened. In this connection, 
however, we may note that at least one-third of 
all cases of arterio-sclerosis do not show high 
This condition is often seen in 
old people who are apparently healthy. 

In determining blood pressure, the diastolic, 


blood pressure. 


which is the static or blood vessel pressure, is the 
more important. The systolic, which is the vessel 
pressure plus the heart pump pressure, may be 
influenced by outside agencies as, for instance, 
Blood pressures 
should be taken several times under different con- 
ditions in order to strike an average. 


excitement or nervousness. 


While the subject of blood pressure is not thor- 
oughly understood and conclusions not always 
reliable, it may be stated for our purpose that a 
diastolic pressure in an adult that is constantly 
above 100 is abnormal. 

The most reliable sign of arterio-sclerosis is not 
high blood pressure, but the physical character- 
isties of the blood vessels themselves. If, on 
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palpation, we find the following conditions of the 
1, Tortuosity ; 2, Roughness; 3, Hard- 
hess, We may say that they are sclerotic, no matter 


arteries: 


Such a condition is 
quite apt to indicate a corresponding condition 


what the blood pressure is. 


of the heart muscle and valves. 

On the other hand, a long continued high blood 
pressure from any cause will result in hyper- 
trophy and dilatation of the heart muscle whether 
the arteries are hardened or not. Of course, 
hypertension may be associated with kidney dis- 
In the 
quoted above, both the arterio-sclerotic and the 


ease, classification of heart lesions, 


renal types are included under the heading 
“hypertensive” since it is impossible to draw any 
hard and fast line between them. 

On discovering a heart murmur not associated 
with syphilis or some infection, but associated 
with high blood pressure or arteriosclerosis, or 
hoth, we can say that the lesion is of the hyper- 
tensive type and that the prognosis is fair, de- 
pending on the conditions present. 

A systolic murmur at the aortic valve, fre- 
quently heard in old men, is often transmitted 
well at 


valve, These cases are usually wrongly diagnosed 


downward and heard very the mitral 
as mitral regurgitation, but autopsy shows merely 
Tf, therefore, 


we discover a murmur like this, in a patient who 


a dilated roughened aortie arch. 


has arteriosclerosis and high blood pressure, and 
who is without a history of some infection, we 
can safely classify it as a hypertensive case. A 
loud second sound heard at the base may indicate : 
First, hypertension: second, dilated roughened 
arch. 

The prognosis of these three etiological types 
may be averaged as follows: Streptocoecic, com- 
paratively good : hypertensive, fair, depending on 
associated conditions : syphilitic, poor, most pa- 
tients die within two vears, 

Still another point in the recognition of heart- 
valve lesions is the fact that functional murmurs 
the commonest of all (Cabot.) 
They are seen in most fevers and anemias. They 
are common in school children who play hard and 
are often seen in adults after exercise. 


“ure murmurs, 


In any patient, therefore, we have first to de- 
termine whether a murmur is functional or not. 
They may be heard at any valve but are common- 
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est at the base and are loudest over the pulmoni 


area. They are always systolic in time. 


If, besides this, there is no etiological history, 
and we do not find any of the following corro- 
horating signs of valvular disease, namely, hyper- 
trophy of the heart, irregularity, accentuation 0 
doubling of the pulmonic second sound, then w: 
may safely say that the murmur is functional 
in type. They may persist throughout life bn 
often come and go, sometimes without appareii 
reason and sometimes under the influence of res‘. 
A systolic murmur in the aortic area with nothing 
A pre- 


systolic thrill, however, is always a sign of or- 


else present, signifies no valvular disease. 


ganic disease. A]l thrills produce loud murmurs. 

Remembering that a murmur is so often fur 
tional it is necessary to look for corroborating 
evidence before we can say that organic disease 
exists. Even though we may get a history o/ 
some previous infection, if the murmur is tly 
only sign present we should call it functional. \ 
murmur is often present during and shortl\ 
after any severe fever or infection and then late: 
disappears. 

In looking for hypertrophy as corroborating 
evidence, it is well to remember that the actual 
apex of the heart is lower than the visible apev- 
heat. 

Having determined, therefore, that an organi: 
valve lesion is present, the next step is to deter- 
mine its etiology, after which the pathological 
diagnosis can usually be made, by our know!- 
edge of existing autopsy records, which show that 
certain etiological factors always produce certain 
lesions, 

The hypertensive heart (ineluding the arterio 
sclerotic and renal types) usually results 
hypertrophy and dilatation. 


ing of the 


Later, the stret: 
orifice allows 
leakage, which: still further increases the wo 


auricular-ventricular 


of the heart muscle. 

The prognosis, in fact, of all heart lesions 
pends, not so much on the valve-lesion as on t!i 
physical condition of the heart muscle. 


_is shown by the condition known as compensation. 

In streptococcic mitral stenosis with good com- 

pensation, patients may live out their natura! 
span of life, 
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SUMMARY AND CONCLUSIONS, 

Many murmurs are functional. 

We must find corroborating evidence before 
we can say positively that an organic lesion 
exists. 

It is an act 
We should know the 
condition present in a case which allows it. 


Regurgitation is not a lesion. 
which ceases at death. 


Autopsy statistics show, that every infection 
of a valve, runs “true to form” and produces 
its characteristic lesion. 

Hence the diagnosis of the pathological con- 
dition present is simplified by merely deter- 
mining the etiology that produced it. 
Syphilis always produces dilatation, and 
never involves any but the aortic valve. 

The steptococcus (rheumatism, arthritis, 
scarlet fever, chorea, tonsillitis, etc.), al- 


ways produces stenosis. 


Pulmonary valve disease is always stenotic 


and is congenital in origin. 

A dilated roughened aortic arch of the 
hypertensive type is usually wrongly diag- 
nosed as mitral regurgitation because the 
systolic murmur is projected backward to 
the mitral area. 

No diagnosis of a valve lesion is complete 
unless we know the condition or infection 
that caused it. 


DISCUSSION 


Dr. Leon Bloch (Chicago): I think we owe a debt 
of gratitude to Dr. Weatherson for his very able pre- 
sentation of the subject. 
a couple of points. 

lirst of all, I think we ought to remember that 
diastolic murmur is due to aortic regurgitation. The 
organic murmur and the presystolic murmur are abso- 
lutely diagnostic; the others are not. 

lhe second point I wish to speak about is the im- 
portance of cardiac symptoms. All the cardiac symp- 
toms can be traceable to two or three disturbances. 
First the disturbance of stenosis. Now, most of the 
cardiac symptems are traceable to that. We know a 
large number of murmurs are myocardial disturbances 
and with myocardial disturbances we undoubtedly get 
a stretching of the left ventricle; with that we get 
a relative regurgitation. That murmur is not a 
functional murmur, it is a regurgitant murmur but as 
the heart regains its normal condition, this murmur 
disappears. Another type that we get is by the dis- 
turbance of conductivity. 


I just want to emphasize 
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THE CERVICAL OR KRONIG CESAREAN 
SECTION.* 
Epwarp L. Corne tt, M. D., 
CHICAGO. 

The classic Cesarean section is giving such 
brilliant results in the hands of so many that a 
new method of extracting the child through the 
abdomen is not received with enthusiasm. Never- 
theless, | wish to present for your consideration 
this evening the transperitoneal or the Kronig- 
Doderlein Cesarean section. 

The technic of this operation is more difficult 
than the classical, but the final results are such 
that this objection is overruled. The abdomen 
and vulva are prepared in the usual manner. Just 
previous to operating, the bladder is catheterized, 
and the catheter is allowed to remain. The pa- 
tient is then anesthetized, using ether or novo- 
cain, 

The abdomen is entered by a midline incision 
extending from the pubis to within 1 or 2 centi- 
meters of the umbilicus. The fascia over the left 
rectus muscle is cut near its insertion and the 
muscle retracted outward. ‘The peritoneum is 
then cut, care being taken not to injure the bla«! 
der, which usually lies well within the abdominal 
cavity. 

A large pack is placed in the abdomen walling 
off the lower uterine segment so the intestines «| 
not come into view. This pack consists of a larg 
thin rubber tube filled with a heavy gauze pack. 
The 


patient is placed in the Trendelenberg position. 


The lower uterine segment is in sight. 
This causes the lower portion of the segment to 
into better relation with the abdominal 
wound. The loose peritoneum, at the junction of 
the bladder with the uterus, is grasped in tissue 
forceps, about 1 to 2 centimeters from the bladder 
and cut with scissors transversely. 


come 


It is carried 
down both sides of the uterine segment to a point 
just median to the broad ligament. Care should 
be exercised near the broad ligaments not to in- 
jure any veins, as troublesome hemorrhage re- 
sults. The bladder is then stripped up from the 
lower uterine segment. ‘This is easily accom- 
plished as a rule by the gloved finger. If the 
patient has suffered from a previous cystitis or 
pelvic infection, some difficulty may be encoun- 
tered. The bladder is lifted away from the uterus 


*Read before the Chicago Medical Society, March, 1920. 
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to a point within 2 centimeters of the edge of the 
cervix, 


The peritoneum on the uterus is then lifted up 


by blunt dissection, if possible, or by scissors. It 
is usually possible to dissect the peritoneum away 
for a distance of about 4 centimeters. Toward 
the sides, it is rather firmly adherent, but in the 
center, where the uterine incision comes, it is 
rather loosely adherent. ‘The outline of this re- 
flected peritoneum is semi-circular in shape. This 
is a departure from the original technic, which 
the members of the Chicago Lying-In staff have 
been using for the past three years. Beck recently 
reported that the same technic is being used at 
the Long Island College Hospital. 

The bladder is lifted up and over the edge of 
the pubis and held there by a retractor. This ex- 
poses the uncovered uterine segment. In order to 
prevent soiling the abdominal cavity with liquor 
amnii, ete., a volsellum is fastened in the upper 
edge of the exposed portion of the uterus. This 
s firmly held upward by the assistant. By this 
maneuver the uterus is brought in contact with 
the abdominal incision, effectually closing off the 
cavity. 

A median incision is then made in the cervix 
with a scapel, starting at the lowest point. Care 
should be exercised that the scapel does not go 
deeply and cut the child. The lower segment is 
rarely over a centimeter thick. At times, it is 
impossible to complete the incision with the 
scapel, because the field is covered with blood. 
In this case, the incision is finished by using 
bandage scissors, guiding’ them by touch. The 
uterine incision should be about 12 centimeters 
long. The body of the uterus is not included in 
ithe incision unless the child is very large. 

The left hand is passed into the wound and 
the fetal head is turned so that the face looks 
upward. Forceps are then applied to the sides 
of the head, the upper edge of the blades pointing 
toward the parietal bones. The right blade is put 
in place first. The head is then delivered slowly, 
the upper end of the uterine wound being used 
as a fulcrum. The delivery is usually accom- 
plished easily. The edges of the uterine wound 
are gently pushed over the head in a manner 
similar to that used in delivering the head over 
the perineum. The mouth and nose are then 
cleared of mucus. The child frequently cries at 
this stage of delivery. The shoulders are then 
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delivered im the anterior posterior position. Ca) 
should be taken here, as rough handling will cau- 
an extension of the uterine incision. The rest ; 
the body usually comes out easily and readi! 
The cord is clamped and cut in the usual manne: 

The lower end of the uterine incision 
grasped by an Allis forceps, as there is a tein 
ency for it to retract. One mil pituitrin is th 
injected subcutaneously, or into the uteri 
muscle, depending on the amount of bleedi: 
Generally, little bleeding is encountered after 1 
delivery of the child. The placenta is allowed \ 
present at the wound. It does this in the va-! 
majority of the cases within 5 minutes. Ther 
no need to hurry. The rapid and manual de! 
ery of the placenta usually results in a great }|.-- 
of blood, and many times in a greater loss of ti: 
in order to control the bleeding. 

On two or three occasions | have had the 
cision extend. These mishaps occurred in 1 
early cases, because I worked too fast and t 
roughly. The extension usually occurs laterally, 
either at the lower end of the opening or near its 
center. I have never seen or heard of the ext: 
sion continuing down, so as to split the cervix 
completely. 

On one occasion it was necessary to carry thie 
incision upward into the body of the uterus | 
cause the child’s head was too large. This was 
easily done by scissors, without removing t! 
forceps. 

After the placenta and membranes are de! 
ered, the uterine incision is closed. We begin to 
close the wound at the lower end and sew upwar! 
A single strand of No. 2 20-day chromic catgu' 
used. One knot is tied and the end left long 
The first row takes in part of the muscle down to 
the endometrium. After reaching the upper en! 
of the incision, the same strand is locked and « 
ried downward completing the second row of <.- 
tures. This includes the rest of the musculat: 
The strand is tied to the end left at the beg 
ning of the first row. Three knots are tied. Great 
care is used in approximating the wound, es) - 
cially at the ends in order to prevent leakage. 
Beck recommends interrupted sutures. We have 
had no occasion to change our method as vet. 

The bladder is then released from the retractor 
and lifted upward. The upper peritoneal flap 
is replaced. Occasionally we suture it to the 
uterus, but more often we do not. The bladder 
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eritoneum is then sutured in place above the 
ose upper peritoneal flap. No. 1 20-day chromic 
catgut is used and a running suture is placed at 
the beginning at the right side of the peritoneal! 
wound. Care is taken not to catch the uterine 
muscle or to puncture a vein in order to prevent a 
the 


‘hese are troublesome and offer a fine opportu- 


lematoma forming beneath peritoneum. 
uity for bacterial growth. 

This completes the peritoneal toilet unless 
further work is contemplated. Removal of 
fibroids, resection of the tube, removal of a cystic 
ovary, sterilizing, etce., may be done, if conditions 
warrant. 

The patient is then removed from the Trendel- 
enberg position and the abdomen closed, layer by 
layer, paying particular attention to the lower 

ud of the wound, on account of hernia. 

‘The after care of these patients is equally as 
important as the operation. Especial attention 
ould be paid to the bladder. Jt must be emptied 
every six hours. If not, there is great danger 
of separating the freshly formed adhesions with 
resulting hematoma. 

\side from this, the distension causes consid- 
erable pain. We catheterize every six hours if 
necessary, and give hexamethylene tetramine, 
er, Vg. i. d. 

Usually we give 44 gr. morphin a few hours 
after the operation. It is seldom necessary to 
give more than two doses. It is really surprising 
low promptly these patients recover. After the 
second day the casual observer is not able to tell 

from the normal case. They are cheerful 
practically free of gas pains. 
ed without discomfort. 


They move 
After-pains are not 
ed more frequently than in normal deliver- 
I believe that most of this is due to the 
fact that: 
|. The corporal musculature is not damaged. 
No peritoneal adhesions tend to form. 
The intestines are not handled or brought 
into view, and 
The peritoneal cavity is not soiled with 
liquor amnii, ete. 
rhe diet for these cases is simple. They are 
given all the water they want as soon as they are 
able to drink, regardless of vomiting. _ I have had 
no case vomit more than two or three times. 
Within twenty-four hours they are placed on a 


light and in forty-eight hours on a general diet. 
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In other words, treat them as a normal case, only 
begin after the first twenty-four hours. I give 
2 dose of castor oil on the third day, instead of the 
second, as in a normal case. 

The indications for this operation are those for 
the usual Cesarean section, with the following 
exceptions, placenta previa, tumors in the lower 
uterine segment and where the Poro Cesarean is 
indicated without reservation. In addition to 
the usual indications, this operation can be done 
and it has been done in cases where infection was 
present, or in which infection was strongly sus- 
pected. We thus avoid doing a craniotomy on a 
living child. In fact, Kiistner claims it elimi- 
nates craniotomy altogether. 

Baumen, Kronig, Kiistner and other European 
operators are doing it in infected cases, but DeLee 
in a recent article stated “in frankly infected 
cases I still fear to perform abdominal delivery.” 
Since writing that paper his fears have been real- 
ized. The patient, a large fat woman (280 lbs.) 
with a masculine pelvic outlet and a blood pres- 
sure of 204/138, had been in labor for 84 hours, 
without progress except effacement of the cervix, 
with 5 ventimeters dilation. 


engaged. 


The head was not 
There was a marked vaginal discharge. 


She was Catholic, 36 years of age and a primi- 
para. 


The transperitoneal Cesarean section was 
done. The patient developed peritonitis two days 
later. The abdominal wound was laid open and 
drains were put in, but the patient succumbed to 
the overwhelming toxemia in five days. The 
baby is living. 

The only alternative in this case would prob- 
ably have been a craniotomy on the living child. 
If this had been done would the woman have died 
of sepsis anyway ? 

Unknowingly, I operated on a woman who had 
She Ge- 
This 
abscess ruptured through into the cervical canal 
and the bladder to the 
lower edge of the abdominal wound. She ran a 


sexual intercourse 24 hours previous. 
veloped an abscess ip the cervical wound. 
also burrowed beside 
low temperature and rapid pulse throughout the 
first ten days. She had no pain in the abdomen 
and it was only on removing the stitches that the 
abscess was discovered. After drainage was estab- 
lished, she made a good recovery. The uterus 
was freely movable in the pelvis 12 weeks after 
operation. 

Fifty-two cases have been operated on by the 
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stall at the Chicago Lying-In and Provident Hos 
pitals. ‘Twelve of these have been suspiciously 
and one frankly infected. One mother has been 
lost and one baby. The indications have included 
contracted pelves, abruptio placenta, ruptured 
uterus in the lower segment, and cystic ovary ob- 


~tructing delivery. The history of the mother 
The baby 


died was undernourished, the offspring of a mor- 


who died has been mentioned. who 


phin habitue who had been taking 8 grains per 


day throughout pregnancy. This baby died five 


This death 
be charged .up against the operation, 


days after delivery, can not fairly 
This gives 
# maternal mortality of less than 2 per cent. and 
no fetal mortality. 

If these cases were added to those quoted by 
De Lee from eight other operators, we find two 
123 cases (1.6%) and no 
deaths among the infants. This includes work by 
Surely the results, so 
far, speak highly for the cervical Cesarean sec- 
tion. 


maternal deaths in 


twelve different operators. 


The advantages of this operation may be briefly 
listed: 
1. The 


» 
we 


test of labor can be given without fear. 
There is less shock to the patient, as the 
intestines and peritoneum are not handled. 

3. Less bleeding. 

4. Less chance for formation of abdominal 
adhesions, 

Better contro] of infection. 

(. Less risk to mother and baby. 

7. Better after results. 

8. Less chance for subsequent uterine rupture. 

%. It avoids craniotomy on the living child. 

Infection, if present, is usualy confined under 
It can burrow upward only a 
short distance owing to the firm attachment of 
the peritoneum. downward be- 
tween the bladder and cervix, through the cervix, 
or beside the bladder toward the pubic. 


the peritoneum. 
It can burrow 
If not treated, the abscess will point in the 


into the cer- 
The treatment is easy. 


skin near the abdominal wound, or 
View! canal. It can be 
reached extra-peritoneally through the abdomen, 
through the cervix, or by dissecting the bladder 
from the cervix through an anterior colpotomy. 

Upon examining the uterus 6 to 10 weeks after 
operation, it is surprising how little scar tissue is 
left, and in consequence how little damage has 
heen done to the uterus. Usually it is possible to 


feel a short (84 inch) narrow sear in the cervix. 


JOURNAL September, 192 


The uterus is freely movable and not paint 
No a 
dominal distress is noticed and backache is not 
present. 


No pain is referred to the bladder. 


Regarding subsequent rupture of the uteri 
In both, the body of t! 
These, th 


two cases are on record, 
uterus was included in the incision. 
were not true to form. ‘Two cases have been 
operated on by one member of the Chicago Lyi: 
In Ifospital staff. In 


scar 


neither was the forn 


seen. The fear of rupture in a subsequi 
labor is thus happily lessened. As much can 
he said of the classical Cesarean section. 

The only disadvantage I see to this operation i: 
the technical difficulty. 


more skill than the classical and a more detai 


It requires consideral)| 


knowledge of the anatomy of the pregnant wom- 
cn. This is an advantage in diagnosis. 





POINTS IN INFANT FEEDING OF VALI 

TO THE GENERAL PRACTITION eal 
GERSTLEY, M. D., 
CHICAGO. 


Jesse R. 


The last ten vears have seen a revolution 
our conception of infant feeding. The search fo 
a definite anatomic pathologic basis for nutri- 
tional disturbance has been abandoned, the hwy 
of finding specific micro-organisms for specifi 


clinical pictures has been vain, and now pediatri- 
ciams are generally agreed that if milk is boiled 
most of the disturbance has its origin in oe 
proportions of the food elements to each othie1 


i. e., in improper ratios of protein, fat, carlo- 
hydrate, and salts in the milk mixture. The first 
attempt to put such an idea into effect was 
the pereentage system, an effort to make cows 
milk mixtures resemble breast milk in chemical 
composition. Many observers, however, dissatis- 
fied with the practical results of this method, | 

by their studies done much to clarify and erysta 
lize our knowledge. 

It is not my purpose to go into the great = 
ject of infant feeding, but to point out som: 
the important advances in physiology and metab 
olism that have resulted from these studies. Tl 
application of these new conclusions has been * 
satisfactory that the underlying principles must 
be sound, and if sound for children why not al» 
for adults? The writer has often wondered if the 
~ @From the Michael Reese, Sarah Morris Hospital for Chil: 
dren and the Northwestern University Medical School 


tRead before the Illinois State Medical Society at Roc! 
ford, Ill, May 20, 1920, 
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aware or interested in 
some of the ideas which children’s men have so 


general practitioner is 


carefully been studying. 

First, as to the time-honored subject of in- 
fantile diarrhea. If infectious diarrhea has been 
prevented by the use of pure or boiled milk, we 
believe that a great number of diarrheal cases is 
due to the improper use of carbohydrate—of ordi- 
The history of the development of 
When the world was 
making heroic efforts to discover some bacterial 
cause, Finkelstein and his assistants observed a 
great number of diarrheal cases developing in 
their institution. By chance they learned that an 
error in their diet kitchen had included ten per 
cent. instead of five per cent. carbohydrate in the 
Could this be the cause of the 
Working with intense enthusiasm they 


wary sugar. 
this idea is fascinating. 


milk mixtures. 
trouble ? 
learned that the addition of sugar to the baby’s 
diet in some cases did result in diarrhea. In 
some, however, it did not. Further observations 
showed that diarrhea resulted when sugar was 
added to the mixtures which were rich in the 
whey elements of the milk, i. e., the mineral mat- 
ter. Thus a full milk mixture, a skimmed milk 
mixture, a buttermilk mixture, or whey itself 
would be far more laxative if sugar were added 
than one-third milk or one-half milk with sugar, 


the latter containing much less of the whey ele- 
The explanation is not absolutely com- 
plete but the experiments made paint a pretty 


clear picture, 


ments, 


If carbohydrate is exposed to the organisms 
which are normal to the intestinal tract fermenta- 
tion occurs with the formation of volatile fatty 
acids as acetic and butyric. These acids if intro- 
duced experimentally into the intestinal tract of 
animals are irritating and provocative of diar- 

examination of the 
shows a great increase in the 


Chemical stool in 


rhea. 
diarrheal cases 
\olatile fatty acid content and much greater than 
the content in spoiled milk. Thus the actual 
cause of the disturbance lies within the intestine 
itself and is due to no external factor other than 
the food mixture. 

Now if diarrhea is due as a rule to fermenta- 
tion of carbohydrate enhanced by the presence of 
concentrated whey salts with the resulting forma- 
tion of volatile fatty acids, the treatment must be 
relatively simple. If carbohydrate ferments it 
must be cut down or given in non-fermentable 
form. If whey salts aid in this fermentation 
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their concentration must be reduced. If we can 
give something to alkalinize the intestine we 
have still another therapeutic agent. Protein 
serves the latter purpose, the casein curd of the 
milk being ideal. 
when attacked by intestinal bacteria, 
putrefies and gives rise to alkaline products, It 


In contrast to carbohydrate 
protein 


calls forth large amounts of alkaline intestinal 
juice for its digestion, and lastly casein, the pro- 
tein of milk, contains much of the base, calcium, 
which itself is a powerful factor in overcoming 
intestinal acidity. 

A knowledge of this simple physiology is the 
milk of Finkelstein 
Meyer, namely high protein with low carbohy- 


basis of the albumin and 
However, results with this new 


While it 


worked magic in the intestinal tract and while 


drate and whey. 
mixture were at first quite perplexing. 


acid green watery diarrheal stools became hard, 
constipated, and soapy, nevertheless, many babies 
died in collapse. New investigations soon furn- 
ished the explanation. While the mixture was 
ideally planned for the intestinal tract it did not 
contain sufficient carbohydrate to cover the needs 
of the baby’s body and the children died from 
lack of that to 


thrive a child must have a minimum of three per 


sugar. It war then learned 
cent. carbohydrate, and furthermore with the 
high protein and low whey in albumin milk this 
three per cent. can be given without endangering 
the intestinal tract. 

Such a scheme can be applied to the diarrheas 
of older children. To reduce the whey cut out the 
milk temporarily. To reduce the carbohydrate 
and to change it to the less fermenting type give 
small quantities of cereal such as cornstarch or 
farina. To cover the absolutely essential demand 
for mineral matter give small quantities of 
strained vegetable such as spinach. To supply 
high protein give cottage cheese, casein, or even 
For fluid give hot tea. 
It is self evident that with a fementing mass in 
the small intestine cathartic: and intestinal an- 
tiseptics as ordinarily given are of little service. 
A single dose may do no harm by emptying the 
intestinal tract but this being accomplished 
Indeed by the ad- 
ditional irritation, it may do more harm than 
good aud far more babies are lost than saved by 
What is needed is 


a little scraped meat. 


further catharsis is useless. 


the routine use of physics. 
not further irritation but a change in the reaction 
of the intestinal contents. 
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Such principles, on the other hand, we may 
apply to constipation. When a baby is consti- 
pated by a high protein, low carbohydrate diet, 
the reduction of the. protein and the addition of 
sugar by setting up intestinal fermentation may 
correct the trouble. 

This is one of the striking advances made in 
the realm of pediatrics, and this new conception 
has created very satisfactory methods of treat- 
ment. Can the men in general practice make use 
of these ideas? Is it possible that the application 
of these principles to adults might accomplish 
just as significant results as to children? 

Another observation of far reaching import- 
ance is that of the parenteral infections. A child 
gets an infection outside of the enteral tract (par- 
enteral) i. e. a pharyngitis, otitis or cystitis. 
Diarrhea results. Some years ago most of the 
profession and all of the laity considered that the 
child had an upset stomach with resulting fever. 
Now we look at the picture in another way. We 
believe that the cough or cold was primary and 
that due to the toxins or the changed character 
of the digestive juices an intestinal fermentation 
has resulted and now carbohydrate which was 
previously being digested and assimilated is fer- 
menting and causing the diarrhea. Such diar- 
rheas are probably more common than the pri- 
mary fermentations themselves. 

What shall be our treatment? If the cold is 
not severe and the intestinal condition not bad, 
no food treatment whatsoever is required for as 
soon as the parenteral infection has run its course 
the factor provoking the diarrhea has gone and 
the intestine will right itself. If on the other 
hand the secondary diarrhea is severe then it re- 
quires treatment and this treatment must be on 
the basis of the primary disturbance just alluded 
to. 

Can this idea be applied to adults? Just as 
babies have been purged, starved, and treated for 
dietary conditions and indigestion when the cause 
of the whole disturbance might have been found 
in an infection of the bladder or the middle ear, 
and just as failure to recognize this fact led the 
pediatrician by making frequent and unnecessary 
changes in the diet often to change a mild second- 
ary diarrhea to a really severe nutritional disturb- 
ance is it possible that the same mistake is being 
made in the treatment of adults? This is a 
question that the general practitioner himself 
‘must answer, 
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Lastly just afew words as to mineral metal)- 
olism. We have learned in a very superficia! 
way to trace the course of some of the salts 
through the body. Calcium leaves through tly 
stool; sodium and potassium through the urine. 
Suppose we give a simple salt like calcium 
chloride. The calcium makes certain chemical! 
combinations in the intestine. Chlorine cannot 
leave as such in the urine and so combines usual!) 
with sodium. Thus in giving calcium chloride 
we are dragging sodium from the body. This 
is just a simple conception but one is at once im- 
pressed that in giving any combination of min- 
erals we may be producing effects upon the organ 
ism far more complicated and of far greate: 
significance than we possibly have realized. 

It would be interesting to know if the genera! 
practitioner has as yet applied some of these 
principles to his adult patients and if so how sw- 
cessful he has been. 

Chicago Beach Hotel. 





AN ANALYSIS OF A NUMBER OF CASES 
OF WAR NEUROSES 
Lewis J. Potiock, M. D., 


Assistant Professor of Nervous Diseases, 
Northwestern University Medical School. 


CHICAGO 


The history of the neuroses in the late war is 
well known. How at first, their real significance 
not being recognized, they were looked upon a 
new diseases produced by the unusual type o! 
warfare; how they had associated with them in 
one euphonious and comprehensive term of diag- 
nostic errors (shell shock), cases of psychoses. 
epilepsy and organic nervous disease. How 
gradually they were recognized in their true light 
of functional nervous disorders, differing in no 
wise from our old friends hysteria, psychasthenia, 
neurasthenia, and anxiety neuroses, except in tl 
manner of their production and vatiations 0! 
coloring and tempo. 

Although the number of cases of war neurose- 
that I have had occasion to observe has, in tl 
light of the experience of others, been rather 
small, it seemed profitable to me to attempt a 
brief analysis of some of the phases having « 
clinical bearing upon the problem. 

Of several hundred cases which I observed in 
Base Hospitals in France, copies of about 35") 
records were available. From these 200 of the 
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wore detailed ones were selected tu determine the 
relative frequency of some of the factors. My 
yeneral impressions were formed, of course, from 
From the numerical 
group has been excluded cases of emotional in- 
stability, timorousness, hospital neuroses occur- 


all the cases I had seen. 


ring as an aftermath of an illness or wound, the 
phobic reactions of gassed patients and consti- 
tutional neuroses, and those not directly related 
to the war. 

Heredity as a factor played but a small part 
and the incidence of neuropathic taint consti- 
tuted little over four per cent. By neuropathic 
taint I mean the presence, in direct ancestry, of 
insanity, mental deficiency or the existence of a 
state in which one or more of the conditions of 
hysteria, anxieties, phobias, doubts or impulses 
were present. 

The percentage is small and probably corre- 
sponds to that which would be found in the civil 
neuroses, 

\ constitutional condition, in which the indi- 
vidual had been easily upset, embarrassed, excit- 
able, impressionable and hypersensitive, was 
found in a much larger group of cases (23 per 
cent.). Rather consistently, all of these char- 
acteristies were present in the same patient. 
Frequently these patients had been over scrupu- 
lous, In all of them the symptoms had been a 
matter of distress at times, and frequently a 
discomfort. Phobias were found in eleven per 
cent, of cases. They usually consisted of fear of 
lightning, thunder, fire, high places, in some 
open spaces, and in a very few, of loss of con- 
sciousness or insanity. 

Previous attacks of neuroses occurred in five 
per cent. of cases, a high percentage and perhaps 
accidental to the group studied. The attacks 
were usually of psychasthenia or neurasthenia. 
Once, a history of fixed ideas was obtained, and 
in three a history of somnambulism was de- 
termined. Mental deficiency, except when com- 
bined with defects other than intellectual, did 
not seem to play a great role. It is to be noted 
that here intellectual defect alone was rarely seen 
and when mental deficiency was found (one per 
cent.) emotional and nervous instability and 
moral imbecility coexisted. 

Tnadaptability to civil situations, including 


LEWIS J. POLLOCK 209 


truancy, vagabondism, frequent change of vc- 


cupation, lack of consistency in efforts, occurred 
more frequently (ten per cent.). It can readil) 
be seen how such a condition tends to produce 
early dissatisfaction with the privations and fre- 
quent drudgery of war. Stuttering and ties were 
each only observed once. 

The neuroses occurred not only under shell fire 
but at any time; when inducted into service, at 
the training camp in the U. S., or overseas, at 
the battle front or immediately back of it. Three 
per cent. occurred prior to exposure to the firing 
line. Forty-three per cent. followed shell fire, 36 
per cent. after concussion, that is, as described 
by the soldier. As a matter of fact only 22 per 
cent. gave a history of loss of consciousness and 
of these a large number probably did not dif- 
ferentiate a confused state from unconsciousness. 
It is certain from the observation of by-standers 
that the history obtained relative to concussion 
is unreliable. Eight per cent. developed after 
having been relieved and sent to the rear. Nine 
per cent. in Base Hospitals consequent to exhaus- 
tion and over exertion. Just as a clear differ- 
entiation must be made between the physical 
symptoms of fear and terror, and a neurosis, so 
must one separate fatigue which is a recoverable 
physical condition from a neurosis developing 
consequent to it. 

Conscious dissatisfaction with their situation 
was found in 2.5 per cent. This often was due 
to a realization of inadequacy under existing con- 
ditions, a recognition of ability to give better 
service in other capacities and a realization of 
the futility of efforts to change the condition 
under military organization. 

A definite history of fatigue and hunger was 
obtained in 30.5 per cent. of cases. Both prob- 
ably occurred in a greater percentage of cases but 
were frequently masked by other symptoms which 
occupied the patient’s attention to a greater ex- 
tent. Fatigue and hunger are important factors, 
not only because they prepare the ground for an 
ensuing neurosis, by breaking down the defensive 
reactions but also in that when the patient i. 
more sensitive and impressionable, the natural 
physical consequences of fatigue, are misinter- 
preted by him, as evidence of an illness and give 
rise to apprehension and fear. 
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As frequently as is fear seen in some form or 
other in the neuroses of civil life, so does it mani- 
fest itself in the war neuroses, Fear is a de- 
fensive reaction common to all individuals. It 
is diminished by familiarity with the cause of the 
fear. It is natural that sooner or later the fear 
consequent to the initial experience under fire 
often and rapidly disappears. The direction and 
probably destination of large shells are gauged 
and then no longer create any great apprehension. 
Fifty per cent. of the cases admitted considerable 
fear under shell fire. In practically all of these 
cases the fear was greater than that experienced 
by men suffering wounds. Seven per cent. ex- 
perienced fear under the shell fire immediately 
preceding the onset of their neurosis, whereas on 
former occasions fear had not been manifest 
under similar fire. 

Fear is not only present under fire nor is it 


always the fear of injury or death that is present 


Anticipatory fear was present in 29 per cent. 
of cases in contrast to the three per cent. of 
cases of neuroses occurring before exposure to 
shell fire. This consisted of, in greatest numbers. 
fear of injury and fear of the patient going to 
pieces or losing his mind. Under fire fear of in- 
competency, of being unable to stand horrific 
sights, of possibility of loss of consciousness, of 
being confused, of cowardice, and fear of suf- 
focation in a gas mask were often noted. After 
the neuroses had developed fear of. death, the 
fears of incompetency, cowardice, being thought 
yellow and of insanity were noted. Definite fears 
were found in 33 per cent. of the cases. These 
were more common in the anxiety hysterias but 
occurred in the anxiety states following the dis- 
appearance of the symptoms of a conversion 
hysteria as well. The fear of return to duty was 
found in 13 per cent., of permanent injury in 
eight per cent. and of insanity in seven. 

Fear of loss of consciousness, of future in- 
adequacy, fear of being thought “yellow” were 
likewise often found. 

The effect resulting from the fear of a disease 
of insanity not only produces mental symptoms, 
of lack of concentration, loss of memory, emo- 
tional instability, etc., because of preoccupation, 
but may frequently lead to a belief that the symp- 
toms indicate the presence of such a disease or 
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insanity. As in the neuroses of civil life, a fear 
of heart failure, or of loss of consciousness, ma\ 
be interpreted as heart disease and be accon- 
panied by feeling of weakness, of suffocation, 
unsteadiness, etc., so were such fears interpreted 
in the war neuroses. In my opinion the element 
of fear in the picture of these neuroses has jot 
been sufficiently emphasized, 

Concussion was the immediate precipitating 
cause of the neuroses in 31 per cent. of cases, av- 
cording to the soldier’s statement. Ten per cent, 
followed gassing. Burial occurred in eight per 
In the remainder, with the ev- 
ception of the three per cent. of anticipater 


cent. of cases. 


neuroses, no history of a precipitating accident 
could be ascertained other than fatigue, which 
played a large part. 

‘The symptoms of the neuroses could be divided 
into those of the reactions of fear and fatigue, 
the symptoms of the intermediate period, or the 
period prior to the onset of the actual neurosis, 
the symptoms consequent to the immediate pre- 
cipitating accident, and the symptoms of the de- 
veloped neurosis. 

The symptoms of fear and horror are well 
known. Emotional phenomena, such as tears, 
tremors, tachycardia, tachypnea, sweating, mic- 
turation, cries, rushing about and states of helve- 
tude and confusion were common. At times a 
state of increased activity and excitement was 
seen. Tremor was one of the most common 
physical consequences of fear and could be ob- 
served among many soldiers who, after the tem- 
porary fear subsided, could “carry on” indeti- 
nitely. 

A history of tremor during the state of fear 
was obtainable in 50 per cent. of cases, A feel- 


ing of weakness in eleven per cent., a state of 
bewilderment in twelve per cent., and states of 
excitement and running away in but seven cases 
each were found. 


The physical reactions to a state of fear are 
not pathological. They vary in different. inii- 
viduals as to type and intensity. Only when tlie 
are long continued, or exaggerated, do they be- 
come pathological. 

In the intermediate period the symptoms in- 
dicative of the preparation of a soil fertile for 
the production of a neurosis were numerous. 
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They were marked by increased fatigability, by 
» more marked emotional effect relative to the 
fatigue, hypersensitiveness to the discomforts of 
trench life, irritability, a feeling of tension, with 
’ sleeplessness, nightmares and hyp- 
nagogie hallucinations. 


“jumpiness,’ 
The normal fears and 
opprehension which had disappeared were dis- 
placed by other fears, intensified and illogical. 
Fears of death, of injury, of cowardice, with in- 


tense self reproach, etc., were added. At this 


point the desire to escape the situation was crys- 


tallized. The consummation of the desire awaited 
but the direct precipitating cause. 

Such a cause may be physical, as burial, con- 
cussion, gassing, ete., or psychical, as horrible 
sights, reactions to unusually severe bombard- 
ments or extra hazardous situations. 

The symptoms following the immediate pre- 
cipitating accident varied as to the cause, but 
certain symptoms seemed rather common to all 
accidents. Unconsciousness occurred in 41 per 
cent. of the cases according to the soldier’s state- 
ment. Following concussion or burial a stupor- 
ous state was common. It occurred in 81 per cent. 
of the cases giving a history of unconsciousness. 
It was frequently confused with unconsciousness 
and was differentiated by the fact that a number 
of impressions occurring during this period were 
recalled, whereas in the former a complete and 
irreparable antero-retrograde amnesia developed. 
Headache occurred in 29 per cent. of cases ; weak- 
ness In 20 per cent., a confusional state in 16 per 
cent. During such a state the soldier attempted 
to rush about, resisted attempts to carry him and 
exhibited signs of great horror. Tremor was 
more or less constant immediately following the 
accident. Emotional instability occurred eleven 
times. Vertigo and nausea not infrequently were 
present. 

The symptoms of the neuroses themselves did 
not differ in. the cases of psychasthenia and 
neurasthenia, from the civil types. 

The symptoms of the conversion hysterias were 
as manifold and varied as were described by 
Charcot. Paralyses, tics, tremors, convulsions, 
choreiform movements, astasia abasia, staso-baso- 
phobia, habit limping, pains, analgesias, bent 
backs, contractures, deafness, mutism disorders 
of the viscera, psychical disorders and other dis- 
orders too numerous to mention abounded. 
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Despite their similarity to civil symptoms, 
however, certain symptoms were found in the 
war hysterias which were due to the influences of 
war experience. 
such as paralysis, aphonia, etc., were removed, a 
residue would be left which would resemble some 
Of these 
symptoms battle dreams were prominent, occur- 


Very often when the stigmata, 


of the symptoms of the anxiety states. 
ring in 36 per cent. of all the cases. Here in- 
variably was found the subconscious expression 
of the wish to escape duty by death or injury. 
Retrospection and morbid review of their ex- 
periences were found in the hysterias and anxiety 
states alike in 15 per cent. of cases. 

The tremors which were so commonly found in 
both types of neuroses require further study. In 
the hysterias it was evident that they differed 
not only in respect to rapidity and extent, the 
coarse, slow tremors occurring two-thirds as 
frequently as the rapid fine ones, but in the effect 
they produced. I am convinced that, in many 
cases, especially those exhibiting the generalized 
fine tremors, we were dealing with a continuous 
fear reaction which is not at all common to hys- 
teria with its split off consciousness. Such cases 
showed not only the presence of hysterical stig- 
mata, but evidence other than the tremors, of 
reactions of apprehension and fear, in jumpiness, 
sweating and tachycardia. It impresses me that 
some of the tremors < have seen may have been 
due to a process foreign to the psychic phenomena 
of hysteria and anxiety states alike. ° 

Hysterical stigmata, such as gross tremors, 
marked weakness and ataxia, were not uncommon 
in cases of anxiety neuroses or states. It may, 
therefore, be stated that admixtures of the two 
states were common and that, in addition, at 
least in the cases of hysteria, phenomena refer- 
able to fear reaction seemingly having been 
carried over from the fright of the precipitating 
accident, occurred. 

Obviously if the pathogenesis of the war neu- 
roses lies in a conflict between an unconscious 
wish to avoid duty with its ensuing dangers and 
discomforts, and a sense of honor and patriotism, 
the rational treatment of these neuroses must lie 
in education. It should consist of an attempt 
at rationalization and production in the patient 
of a realization that it is far more profitable to 
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face the world and its problems, well, than to 
avoid them, sick. In short, it would consist of 
a remodelling of a character. 

Unfortunately, this ideal could not be obtained 
in the military treatment of these states coming 
under my observation. Although a_ partial 
rationalization was always attempted, it must be 
admitted that in the main it was but the symp- 
toms which were removed. 

In the treatment of these only two types need 
be mentioned. The fears were treated by methods 
similar to those emploved successfully in the 
treatment of the phobias of civil life. The ex- 
planation of the mechanism of fear with a clear 
differentiation of fear and its symptoms, from 
disease, followed by the strong insistence of the 
truth that if one avoids the things he fears, the 
fear increases, while if he meets them—whatever 
may be his feelings, they disappear, were the re- 
educational principles employed. 

The most dramatic so-called cures occurred, of 
course, in the cases of stigmata of hysteria, such 
as paralyses, blindness, etc. Concerning these 
there is one illuminating fact: they all had been 


successfully treated by various methods for gen- 


erations. The water of Lourdes cured them, the 
Christian Scientists cured them and various 
shrines cured them. They have been, in civil 
practice, cured by electricity, by baths, by hypno- 
tism and psychanalysis. In the war they were 
cured by . hypnotism, anesthetics, electricity, 
psychanalysis and reeducation. In other words, 
many methods were used, but it seems to me that 
there was but one means whereby the stigmata 
disappeared. 

Whatever role suggestion may have in the 
pathogenesis of the stigmata of hysteria, it is 
evident to me that whatever method was used to 
treat them it was suggestion which produced 
their disappearance. If, after a careful examina- 
tion, a correct diagnosis was made, and the pa- 
tient had faith in his physician, it was necessary 
only to convince him that he had a curable dis- 
ease, that the physician would cure him and that 
this particular method was the one to accomplish 
that end. Whatever technic was employed, what- 
ever atmosphere was created, whatever mechan- 
ism was invoked, suggestion did the work. 

25 E. Washington St. 
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VASOTOMY ; INDICATIONS; DESCRIP. 
TION OF TECHNIC; POSTOPER- 
ATIVE TREATMENT* 
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CHICAGO 


Infections of the seminal vesicles are cause! 
by several varieties of organisms, the most fro- 
quent offender being the gonococeus. In over 75 
per cent of the cases in which the gonococcus 
invades the male urethra, it travels back of the 
cut-off muscle into the posterior urethra. |) 
most of these cases the seminal vesicles, as wel 
as the prostate gland become involved. 

This is not strange; in fact, it is well nigh 
inevitable when one considers the anatomical re- 
lationship of the parts. The ejaculatory ducts 
which penetrate the prostate open on the floor 
of the posterior urethra on either side of thie 
utricle and sometimes into it. 

The openings of these ducts as well as the 
openings of the prostatic ducts and of thie 
urethral crypts offer shelter to the invading or- 
ganisms along the urine swept urethra. An 
so, having become established within the ejacu- 
latory ducts, their progress along the ducts to 
the seminal vesicles is readily accomplished. 

The acutely inflamed vesicles present a nuin- 
ber of symptoms which are merged with those 
of the acutely inflamed prostate, such as, sensa- 
tion of fullness and pain in the rectum, frequent 
and imperative urination and a feeling of ina- 
bility to empty the bladder. . Direct symptomatic 
evidence of vesicle involvement distinct from the 
symptoms of prostatitis and posterior urethritis 
is not always available. Sometimes, however. 
distinct vesicle symptoms are noticed, as fre- 
quent and sometimes painful nocturnal emissions 
which in rare instances may be blood stained, 
increase of the urethral discharge following nov- 
turnal emissions, and pain inguinal, sacral or 
along the spermatic cord on one or both sides. 

Often there are no symptoms directly referable 
to the vesicles, but vesiculitis may be suspected 
in those cases in which the discharge persists fv 
an unusually long time or in which there are 
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remissions alternating with periods of increased 
discharge. Palpation of the vesicles per rectum 


may clear up the diagnosis at once by disclosing 
large tender Often they -are not 
distended or tender, but the expressed secretion 
may show pus or gonococci. 


vesicles. 


In the subacute and chronic cases the symp- 
ioms are varied. There may be recurring exacer- 
lations of the acute discharge following inter- 
course or nocturnal emissions, the discharge 
usually appearing within forty-eight hours. 
Anomalies of ejaculation are common, such as 
premature, delayed or painful ejaculation, or 
ejaculation may be followed by a dull pain or 
aching in the vesicles and along the cord into the 
scrotum. Following in the wake of the dis- 
turbances of ejaculation may be various grades 
of atonic impotence. 

Of the nearby complications of vesiculitis, the 
commonest is epididymitis which may occur at 
any stage of the vesiculitis. It is merely an ex- 
tension of the process in the vesicle along the 
vas deferens. There is usually a partial or com- 
plete inflammatory obstruction of the ejaculatory 
duets and overdistention or pressure may cause 
the infected vesicular contents to be forced down 
the vas deferens to the epididymis. Lifting and 
other exertion, straining at stool, instrumentation 
and vigorous stripping of the vesicle may be the 
immediate cause of this back pressure. This 
explains the frequent recurrence of epididymitis 
after epididymotomy in those cases in which 
the vesicular infection is ignored. 

Over fifteen years ago Belfield called attention 
io the importance of injecting the vas and vesicle 
at the time of incision of the infective 
epididymis, 

Due to the fact that the vesicles are directly 
lehind the trigone of the bladder, their involve- 
ment commonly causes the persistence of urinary 
frequeney and other forms of dysuria. The upper 
third of the vesicles being directly adjacent to 
the lower ends of the ureters it is not uncommon 
for the swollen vesicles to press upon the ureters 
extension of the inflammation to the 
perivesicular tissues to affect the periureteral tis- 
sues, and thereby cause partial obstruction of the 
ureters giving rise to symptoms which direct 
vttention to the ureters and kidneys. In such 
cases in which there are sometimes no other 
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symptoms one may easily overlook the vesicles 
as being the real offenders. 

Various sensations of irritation or pain may 
be felt in the perineum, in the inguinal region, 
in the back usually at the level of the upper 
border of the sacrum but some times extending as 
high as the kidneys, and in the hip extending 
some times to the thigh. One must not overlook 
the fact that the vesicle, while perhaps not so 


PLATE I 


(a) Injecting Novocain about the cord just below ex- 
ternal ring. 

(b) Injecting Novocain into skin along the line to be 
incised. 


commonly as the tonsils or teeth, is one of the 
common causes of the so-called focal infections 
which give rise to such manifestations as 
arthritis, neuritis, myalgia, loss of weight and 
strength, and other disturbances including va- 
rious neurasthenic symptoms. 

Moreover, the fact that the infection in the 
vesicles may be latent giving rise to practically 
no symptoms, may be the cause of future dis- 
aster. A man with such a latent infection may 
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face the world and its problems, well, than to 
avoid them, sick. In short, it would consist of 
a remodelling of a character. 

Unfortunately, this ideal could not be obtained 
in the military treatment of these states coming 
under my observation. Although a_ partial 
rationalization was always attempted, it must be 
admitted that in the main it was but the symp- 
toms which were removed. 

In the treatment of these only two types need 
be mentioned. The fears were treated by methods 
similar to those employed successfully in the 
treatment of the phobias of civil life. The ex- 
planation of the mechanism of fear with a clear 
differentiation of fear and its symptoms, from 
disease, followed by the strong insistence of the 
truth that if one avoids the things he fears, the 
fear increases, while if he meets them—whatever 
may be his feelings, they disappear, were the re- 
educational principles employed. 

The most dramatic so-called cures occurred, of 
course, in the cases of stigmata of hysteria, such 
as paralyses, blindness, etc. Concerning these 
there is one illuminating fact: they all had been 


successfully treated by various methods for gen- 


The water of Lourdes cured them, the 
Christian Scientists cured them and various 
shrines cured them. They have been, in civil 
practice, cured by electricity, by baths, by hypno- 
tism and psychanalysis. In the war they were 
cured by . hypnotism, anesthetics, electricity, 
psychanalysis and reeducation. In other words, 
many methods were used, but it seems to me that 
there was but one means whereby the stigmata 
disappeared. 

Whatever role suggestion may have in the 
pathogenesis of the stigmata of hystcria, it is 
evident to me that whatever method was used to 
treat them it was suggestion which produced 
their disappearance. If, after a careful examina- 
tion, a correct diagnosis was made, and the pa- 
tient had faith in his physician, it was necessary 
only to convince him that he had a curable dis- 
ease, that the physician would cure him and that 
this particular method was the one to accomplish 
that end. Whatever technic was employed, what- 
ever atmosphere was created, whatever mechan- 
ism was invoked, suggestion did the work. 

25 E. Washington St. 
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Infections of the seminal vesicles are cause:| 
by several varieties of organismis, the most fro- 
quent offender being the gonococeus. In over 7) 
per cent of the cases in which the gonococcus 
invades the male urethra, it travels back of the 
cut-off muscle into: the posterior urethra. |) 
most of these cases the seminal vesicles, as we! 
as the prostate gland become involved. 

This is not strange; in fact, it is well nig 
inevitable when one considers the anatomical re- 
lationship of the parts. The ejaculatory ducts 
which penetrate the prostate open on the floor 
of the posterior urethra on either side of the 
utricle and sometimes into it. 

The openings of these ducts as well as thie 
openings of the prostatic ducts and of thie 
urethral crypts offer shelter to the invading or- 
ganisms along the urine swept urethra. An 
so, having become established within the ejacu- 
latory ducts, their progress along the ducts to 
the seminal vesicles is readily accomplished. 

The acutely inflamed vesicles present a num- 
ber of symptoms which are merged with tho-e 
ot the acutely inflamed prostate, such as, sensi- 
tion of fullness and pain in the rectum, frequent 
and imperative urination and a feeling of ina- 
bility to empty the bladder. . Direct symptomati: 
evidence of vesicle involvement distinct from thie 
symptoms of prostatitis and posterior urethritis 
is not always available. Sometimes, however. 
distinct vesicle symptoms are noticed, as fre- 
quent and sometimes painful nocturnal emissions 
which in rare instances may be blood stained, 
increase of the urethral discharge following nov- 
turnal emissions, and pain inguinal, sacral or 
along the spermatic cord on one or both sides. 

Often there are no symptoms directly referable 
to the vesicles, but vesiculitis may he suspected 
in those cases in which the discharge persists {v1 
an unusually long time or in which there are 
coat Sas. oeting af Cee Medial a 
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remissions alternating with periods of increased 
discharge. Palpation of the vesicles per rectum 
may clear up the diagnosis at once by disclosing 
large tender Often they -are not 
distended or tender, but the expressed secretion 
may show pus or gonococci. 


vesicles. 


In the subacute and chronic cases the symp- 
ioms are varied. There may be recurring exacer- 
lations of the acute discharge following inter- 
course or nocturnal emissions, the discharge 
usually appearing within forty-eight hours. 
Anomalies of ejaculation are common, such as 
premature, delayed or painful ejaculation, or 
ejaculation may be followed by a dull pain or 
aching in the vesicles and along the cord into the 
scrotum. Following in the wake of the dis- 
turbances of ejaculation may be various grades 
of atonic impotence. 

Of the nearby complications of vesiculitis, the 
commonest is epididymitis which may occur at 
any stage of the vesiculitis. It is merely an ex- 
tension of the process in the vesicle along the 
vas deferens. There is usually a partial or com- 
plete inflammatory obstruction of the ejaculatory 


duets and overdistention or pressure may cause 
the infected vesicular contents to be forced down 
the vas deferens to the epididymis. 
other exertion, straining at stool, instrumentation 
and vigorous stripping of the vesicle may be the 


Lifting and 


immediate cause of this back pressure. This 
explains the frequent recurrence of epididymitis 
after epididymotomy in those cases in which 
the vesicular infection is ignored. 

Over fifteen years ago Belfield called attention 
io the importance of injecting the vas and vesicle 
at the time of incision of the _ infective 
epididymis, 

Due to the fact that the vesicles are directly 
lehind the trigone of the bladder, their involve- 
ment commonly causes the persistence of urinary 
frequeney and other forms of dysuria. The upper 
third of the vesicles being directly adjacent to 
the lower ends of the ureters it is not uncommon 
for the swollen vesicles to press upon the ureters 
extension of the inflammation to the 
jerivesicular tissues to affect the periureteral tis- 
sues, and thereby cause partial obstruction of the 
ureters giving rise to symptoms which direct 
vttention to the ureters and kidneys. In such 
cases in which there are sometimes no other 
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symptoms one may easily overlook the vesicles 
as being the real offenders. 

Various sensations of irritation or pain may 
be felt in the perineum, in the inguinal region, 
in the back usually at the level of the upper 
border of the sacrum but some times extending as 
high as the kidneys, and in the hip extending 
some times to the thigh. One must not overlook 
the fact that the vesicle, while perhaps not se 
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(a) Injecting Novocain about the cord just below ex- 
ternal ring. 

(b) Injecting Novocain into skin along the line to be 
incised. 


commonly as the tonsils or teeth, is one of the 
common causes of the so-called focal infections 
which give rise to such manifestations as 
arthritis, neuritis, myalgia, loss of weight and 
strength, and other disturbances including va- 
rious neurasthenic symptoms. 

Moreover, the fact that the infection in the 
vesicles may be latent giving rise to practically 
no symptoms, may be the cause of future dis- 
aster. A man with such a latent infection may 
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in good faith marry, thinking that he is well. 
Shortly after, when the young wife becomes in- 
fected the tragedy is at hand with its full 
measure of social and physical trouble. When 
we realize the far reaching effects of infected 


PLATE II 


“Silkworm gut 


(c) After incising the skin the vas deferens is picked 
up and held by two modified towel clips. 

(d) The sheaths are dissected from the vas and the 
denuded vas picked up with a tissue forceps. 

(e) The sheaths are pushed away from the under 
surface of the vas and a director slipped be- 


tween them and the vas. A small longitudinal 
nick is made penetrating to the lumen. 

(f) A strand of silkworm gut is passed into the 
lumen of the vas to determine its patency. 


seminal vesicles the question confronts us—what 
is the best plan to pursue? 

First, we must endeavor to prevent the 
gonococci from reaching the posterior urethra 
and therefrom to the seminal vesicles. This must 
be done by ever increasing care and vigilance in 
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the treatment of the acute anterior cases. Un- 
fortunately, a large proportion of the fresh cases 
are not treated early or fail to take advantage of 
well directed treatment at this time. It is well 
known that in spite of good care and attentio1 
a fairly large percentage of the cases of anterior 
gonorrhéeal urethritis spread into the posterior 
urethra. 

After the infection has reached the posterior 
urethra the vesicles are usually involved. It the: 
becomes our problem to diagnose and treat them. 
As the symptoms are not always definite the chiet 
reliance in making a diagnosis is usually de- 
pendent on the physical examination. The ves- 
icles are found to be enlarged and tender an 
their expressed secretion contains pus with or 
without gonococci. In the acute cases thie 
vesicles are seldom found alone involved and 
in the older cases also one usually finds an 
associated prostatitis, infected urethral glands. 
urethral granulations, or a stricture. 

The treatment of vesiculitis depends on thie 
stage in which we find it. In the acute stay 
the treatment is usually expectant aided by rest 
and local heat in the form of hot perineal packs. 
hot rectal douches and sitz-baths. Later, an 
effort should be made to establish drainage |) 
means of massage through the rectum. A smal! 
percentage of the cases will respond to this form 
af treatment. The largest group of cases wil! 
persist in spite of massage even though it is 
carried out conscientiously for a long period 
of time. The cases which do not heal spontane- 
ously and do not respond to massage form a 
large army and something further must be don 
to permanently cure them. 

The means at our disposal consist of operativ: 
treatment in the form of vasotomy with tl 
injection of collargol or some other antisepti 
into the vesicles, vesiculotomy or vesiculectomy. 

The majority of cases will respond to the 
simplest operative procedure—the vasotomy. Thi- 
is especially applicable to the more recent cases 
and to those older cases in which there has not 
been too marked a change in the vesicle itsel! 
In many long existing cases of vesiculitis there 
have occurred marked changes in the vesicle a: 
perivesiculitis, thickening of the vesicle wall wit): 
rigidity and loss of normal elasticity, and in rar 
instances, parts of the tortuous tubule have be- 
come walled off from the rest by the inflam 
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matory changes making those parts inaccessible 
to the injected antiseptic. 

In these last named classes of cases the 
vasotomy is not so likely to remove all the 
symptoms and recourse must be sought in the 
more radical procedures of vesiculotomy and 
vesiculectomy. It must, of course, be borne in 
mind that the existing vesiculitis is not always, 
or not even frequently the sole cause of the 
patient’s symptoms. 

Strictures, infected urethral follicles, granular 
urethritis and prostatitis, any one or a number 
of which may be present, should also be treated 
and, if practicable, removed before the vasotomy 
is attempted. If the symptoms referable to the 
infected vesicles are urgent or if it is evident 
that the vesiculitis is preventing the other por- 
tions of the infected tract from responding to 
treatment, it is perform the 
vasotomy first and treat the associated conditions 
later. Many of the failures of vasotomy to 
complete a cure have not been because of the 
failure of the operation to clean up the infected 
vesicle, but because the surgeon had failed to 
recognize and treat the associated condition. 

Even in some of the cases with thickening 
and perivesiculitis which are most unfavorable 
for vasotomy, we have reached the desired result 
by first doing a vasotomy followed by massage 
for a period of time. In many of these cases 
massage alone failed to make any impression on 
the vesicles but after the vasotomy they have 
responded. We do not feel that the major pro- 
cedures, vesiculotomy and vesiculectomy, are 
often indicated unless a vasotomy with appro- 
priate follow-up treatment has been tried and 
found wanting. 

In following this procedure we feel that the 
patient’s future welfare is best conserved, for 
vasotomy does not sterilize, while vesiculotomy 
and vesiculectomy frequently do. If by con- 
servative measures we can retain the patient’s 
fertility, we should by all means do so. 

In those cases of epididymitis in which 
epididymotomy is indicated we must realize that 
the operation does nothing for the patient but 
relieve his pain and drain the epididymis unless 
we go farther and do a vasotomy at the same 
time. The combined operations will relieve the 
epididymitis, prevent recurrences, and at the 
same time, take an important step toward clear- 
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ing up the entire genital tract by attacking the 
disease in its most impregnable stronghold, the 
seminal vesicle. 

Belfield, who first described vasotomy, has re- 


PLATE III 


(g and h) A Ricord Syringe with a blunted curved 
dental needle is used for injecting the 


collargol solution. From 5 to 30 c.c. of 
a freshly prepared 3 to 5% solution of 
collargol are injected into each vesicle. 
(i) After waiting a moment to see if any of the col- 
largol leaks back, the vas is dropped back into 
the scrotum and the wound is closed. 


cently advised doing it earlier, even in the acute 
cases, thus shortening the course of the disease 
and attaining the desired end more readily. Our 
recent experience has proven this latter point 
to be of great value. 
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Before the patient is discharged he should be 
thoroughly examined to determine if he is cured. 
The criteria of a cure are as follows: There 
must be no subjective symptoms, strictures must 
be eliminated, infected glands along the urethra 
must be attended to, granulation along the 
urethra, and especially on or about the verumon- 
ianum must be treated through the urethroscope, 
ihe urine and expressed secretions from the 
prostate and vesicles must be free from pus and 
‘gonococci, and lastly, one or more ejaculated 
specimens of semen should be examined and 
found free from pus and gonococci. 

32 N. State Street. 

DISCUSSION. 


Dr. Victor D. Lespinasse: I will limit my discus- 
sion to the technic and not to the indications. Vasot- 
omy is one of those operations which you might say 
is all technic. It is a very small opening, and the 
epithelial lining of the vas is easily traumatized and 
peeled off, and therefore one is liable to have destruc- 
tion and ulceration in healing. 

The technic, as outlined here, is a modification of 
the so-called vasotomy. Personally, I like to do 
vas puncture in preference to a vasostomy. I do the 
vas puncture in two ways. If the patient has a rela- 
tively large vas, with relaxed scrotum, I try to do a 
vas punctures without cutting the skin, about one 
time out of three, and you can inject the vesicle in 
that way. It is a simpler procedure. With this 
technic it is not safe to use collargol, as you cannot 
be sure of entering the lumen of the vas. Conse- 
quently, if you test your puncture and inject a little 
collargol around the vas you will have trouble. So 
we must use some other bactericidal substance, and 
one that will not destroy tissue. I use the gonococcus 
serum and fill the vesicle with that. Usually, I add 
a little fresh blood to the gonococcus serum to make 
up the complement, so that you will have a complete 
bacteriolytic change. Where I dissect the vas, I ex- 
pose it in practically the same way as the picture that 
has been shown, but a cut in the vas is not made. 
I simply take the needle and introduce it into the 
lumen of the vas. You can tell when you enter the 
lumen of the vas by a sense of loss of resistance, and 
if there is any question about it, I withhold the in- 
jection, and then make my_cut; the technic is the same 
as that given. The argument has been made against 
vas puncture that it will destroy the epithelium; that 
you will peel it off, and that you’ are not sure of 
getting into the lumen with it as you are by opening 
the vas and putting a blunt needle in. That may be 
true to a certain extent, but. with puncture of the vas 
I have had much less trouble personally with backward 
infiltration and infiltration in the scrotum than I had 
when I opened the vas freely, and consequently left 
a free access for the collargol into the tissues of the 
scrotum, 
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Recently, we have been trying to get at the vesicle 
from the other end of the tract, following up some 
work that was started by Lewis and taken up by 
other men, and we can succeed once in a while in 
getting into the ejaculatory duct and filling the 
vesicle through the ejaculatory duct. What will be- 
come of that, I do not know.” Up to date we cannot 
report very much about it. It is a highly technical 
procedure, and one cannot be sure when he starts that 
he is going to be successful-in catheterizing the ducts. 
Sometimes you get into the colliculus; there is never 
a certainty however of getting into the ducts. I do 
not know in what percentage of cases we are enabled 
to get into the ducts, but I should say in less than 
one-half of the cases, because on account of the 
anatomy they open into the colliculus, and not on the 
free surface of the vera, and that type of case is 
not amenable to catheterization. 

Dr. J. S. Eisenstaedt: Just a word or two in regard 
to the technic of the operation as described by Dr. 
Herbst. The use of the broad shouldered needle is 
a distinct advantage in preventing possible return of 
the injecting fluid into the epididymis. Those of us 
who see many cases of seminal vesiculitis have inter- 
esting things coming up from time to time. Fre- 
quently these cases have been mistaken for almost any 
type of pathology in the abdomen. We have recently 
seen a marked case of pyuria which one would assume 
offhand came from some infection high up in the 
urinary tract; from the kidney. The cystoscope re- 
vealed trigonal cystitis limited to one-half of the 
trigone. Rectal examination, however, disclosed 
seminal vesiculitis, and after proper therapy directed 
toward the seminal vesiculitis, the urine became ab- 
solutely clear. These cases are not at all unusual. 
The literature is full of cases of seminal vesiculitis 
which have been mistaken for other pathologic con- 
ditions, such as gall-bladder disease, appendicitis, all 
types of lesions referable to the upper urinary tract. 
Cases have been reported in the French literature in 
which a diagnosis of malaria has been made, and even 
meningitis has been diagnosed when the actual con- 
dition was seminal vesiculitis. 

Dr. Herbst mentioned the preliminary use of mas- 
sage in seminal vesiculitis. Sometimes it is necessary 
to carry this measure over a protracted period in 
erder to get any beneficial results. My experience 
in that direction has been that often in men of 
average size very seldom are we able to properly 
massage the seminal vesicles, to strip them properly 
with the finger. For several years I have made use 
of the vesicle stripper as designed and recommended 
by Dr. Schmidt, and have obtained much better 
results. 

Dr. Charles M. McKenna: I would like to bring 
out one point in regard to vasotomy. In doing 
vasotomy we should remember that the patient has 
been suffering from chronic disease for some time, 
and I think it is very important for us to put the 
vesicles in the best possible shape before we do the 
injection. The vesicle may have a thick wall; it may 
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contain a plug in the vesicle orifice, or the entire 
vesicle may have contents in it. It seems to me, 
before vasotomy is done, early massage should be 
resorted to. Even after the massage is done, say 
two or three times a week, the vesicle may be found 
to be full. In that way, the strength of the solution 
is reduced and the results are not what they should be. 

I think Dr. Herbst brought out a most important 
point when he spoke about exposing the vas with a 
great deal of care. It has been my experience where 
the vas has not been properly denuded of its sheath 
that it is very easy to inject the fluid between the 
sheath and the vas. Hence, it is in my opinion most 
important to divide the sheath and expose the vas so 
the needle may be introduced directly into the lumen. 

I should like to say here-that I am absolutely op- 
posed to what is known as the vas puncture, because 
I can not understand how the operator can absolutely 
be sure whether the needle is in the vas or between 
the vas and the sheath and many times the needle 
passes directly through the vas and rests between the 
sheath and the vas on the opposite side. In this way 
you can easily see that the fluid would never get into 
the lumen of the vas at all. 

I have seen cases where the vas has been exposed 
and not properly put back in its anatomical position 
and anastomosis has taken place between the skin 
and the vas and the result has been an entirely 
obliterated vas. 

Dr. William T. Belfield: From time immemorial 
physicians have been familiar with the end segments, 
of the genital duct, urethra, and epididymis. Until 
about fifteen years ago very little was known about 
the intermediate parts; yet these intermediate parts, 
vesicles, ampullae, and vasa, have a mucous surface 
about equal to that of the urethra. Now we have 
made a beginning at least, in the anatomy, physiology, 
pathology, and treatment of these intermediate parts. 
We have made it chiefly through the injection of the 
vesicles through the vasa, and by taking x-ray pictures 
of the injected canals. 

I want to point out a few things we have learned 
since this began, and point them out on the screen, 
without describing them particularly. 

Here (showing slide) we have vesicles and vasa 
injected through an incision in the scrotum. When 
we see the shape and the arrangement of these canals, 
we can understand that we would not be apt to 
succeed in emptying these vesicles by massage. When 
we know that the contents of these vesicles in chronic 
vesiculitis are usually semisolid, inflammatory stuff, 
which will not come out of the ejaculatory ducts, we 
can understand why massage frequently fails to clean 
up chronic infections of the vesicles. 

The vesicles have an automatic contraction. Modern 
text-books on urology state that the vesicles never 
contract except in ejaculation. That would be re- 
markable if true. All other sacs and tubes we know 
anything about, which are encircled by unstriped fiber, 
have peristalsis. In fact the contents of the normal 
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vesicles are automatically passed back into the bladder 
at times. Normal contents of the vesicles include 
nucleo-proteins, and a small amount of serum-albumin. 
Hence the urine will at times contain both nucleo- 
proteins and serum-albumin, derived not from the 
kidneys, but from the peristalsis of the seminal 
vesicles. It is possible that explains some of these 
mysterious cases of intermittent albuminuria; for the 
bladder is a catch-basin for the seminal as well as 
for the urinary ducts. 


Phosphaturia is commonly regarded as always of 
renal origin. The fact is the contents of the vesicle 
containing a great deal of nucleo-protein are apt to 
make the urine slightly cloudy, which cloud disappears 
at once on the addition of an acid. We know that 
is the explanation because after filling these vesicles 
with any easily recognizable substance, like collargol 
or argyrol, we will see on the second or third day, if 
we have the patient urinate in three glasses, the first 
time the urine will be absolutely free from any black 
admixture. The next time the first two ounces in 
the first glass will be very black. The second glass 
will be very slightly tinged, and oftentimes, not al- 
ways, in the third glass there will be again some 
black. We really should take account in examining 
the urine of the frequent admixture of the contents 
of the vesicles, whether normal or pathologic. Pus ° 
and blood have often been found in the urine as 
passed ordinarily, but the differential diagnosis shows 
that it comes from the vesicles. 

The seminal vesicles 
tubes. 


Here is a seminal vesicle (indicating) distended 
with pus and encroaching upon the opposite side of 
the pelvis. 

As to the technic, I think Dr. Herbst has described 
the form we should use until we become familiar 
with it; but the dissection described is really more 
extensive than is necessary. Holding the vas against 
the skin, incision of the skin to the vas and puncture 
answers the purposes of a more extensive dissection. 

Dr. Herbst (closing): I think, generally speaking, 
the term vaso puncture, as applied, is a misnomer, be- 
cause the size of the opening made into the vas in per- 
forming a technically correct vasotoemy is not very 
much larger than that which is made by the introduc- 
tion of a needle. Again, vaso puncture is far from be- 
ing a safe procedure, because one can never be certain 
in using a pointed instrument that the point of the 
needle is not under the lining of the vas instead of in 
the lumen. Under these circumstances it can hardly be 
safe to use collargol when one attempts vaso punc- 
ture; and in our study of a large series of cases 
collargol solution has proved to be the most efficacious 
solution in the treatment of infected seminal vesicles 
by injection through the vas. 

Replying to Doctor McKenna, I will say that in 
all chronic cases of seminal vesiculitis we practice 
preliminary massage before resorting to vasotomy. 


may become distinct pus 
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LITHIASIS OF THE URINARY ORGANS? 


Irvin S. Kouz, B. S., M. D., F. A. C. S. 
CHICAGO 


Concretions of the urinary organs were first 
described by Hippocrates, who spoke of “pain 
in the lumbar region, characterized by radiation 
to the testes, and the presence of stones in the 
The 
records the first operation for removal of a renal 


kidneys.” history of medicine vaguely 
calculus as having been done by a French surgeon, 
Mendon, in 1474. 


corded by Riolan 


More accurate data are re- 
(1618-1649) on 
Procedures for Renal Stone.” 


“Surgical 


In 1870 there appeared a treatise by Rayer on 
the anatomy, gross pathology and symptomat- 
ology of urinary calculi, to which little has been 
added, but it was ten years later when Morris 
performed the first nephrotomy upon a healthy 
kidney, expecting to find a stone. One year later 
(1881) Dentu did a nephrolithotomy. There 
promptly ensued a world wide invasion of kidneys 
for the removal of concretions, and legion con- 
tributions to the literature are represented by 
such urologic surgeons as Albarran, Guyon, 
Kummel, Israel, Freyer, Kolischer and Schmidt. 

The advent and perfection of cystoscopy and 
radiography have developed the diagnosis and 
indication for surgical interference almost to the 
point of precision. 

Pathogenicity. Arbitrarily lithiasis can be di- 
vided into primary—urice or oxalic acid con- 
cretions, and secondary or phosphatic ; admixture 
of these salts is, of course, of frequent occurrence. 

Secondary phosphatic concretions occur as a 
result of inflammation and suppuration of the 
renal parenchyma, augmented by alkalinization 
of the urine; the salts thus precipitated acting 
as a nucleus for the calculus. 

Primary phosphatic concretions are the result 
of hyperalkalinity of the urine, the origin of 
which may be the ingestion of food containing a 
high percentage of calcium salts, or of various 
metabolic changes secondary to nutritional dis- 
turbances. 

Uric and oxalic acid precipitation may be con- 
sidered as being the result of the same conditions, 
It is well known that oxaluria results from an 
arrested nitrogenous combustion. Experimentally 


*Read before joint meeting of Chicago Medical and Chicago 
Urological Societies, April 14, 1920. 


ILLINOIS MEDICAL JOURNAL 


September, 1920 


oxalic acid can be converted into uric acid and 
urea and clinically uric acid and oxalic acid 
gravel have been noted to pass alternately from 
the same patient. Cystine and xanthin deposit; 
have as their origin the same process. 

In the normal urine there are between fifteen 
and twenty milligrams of oxalic acid secreted in 
twenty-four hours. This physiologic oxaluria in 
the form of calcium oxalate is augmented unde: 
the influence of an increased vegetable diet, par- 
ticularly tomatoes, rhubarb, ete. It is not so 
much the ingestion of these substances as th: 
digestive disturbances that produce the increas 
in the renal secretioft of the oxalic acid. Several 
experimenters have shown that primary oxali 


calculi are deposited in the canaliculi near th 


pelvis and secondary deposits in the parenchyma. 


Etiology. No age seems to be exempt from 
urinary lithiasis, though it is more common be- 
tween forty and fifty years. In some locations, 
particularly southern France, it seems to |» 
almost endemic in children. Civiale reports 45 
per cent, out of five thousand four hundred col- 
lected cases, and Gross 50 per cent. out of six 


thousand It is slightly more common 


"ASES. 
among men than women. 

The geographic distribution is interesting. In 
Europe, according to Robin, the Anglo-Saxon: 
show more of a predisposition than the Russians, 
Hollanders, Italians and Hungarians. In Asia 
it is common in India, Arabia and Persia, very 
rare in China and widespread in Egypt, due, no 
doubt, to the heavy content of salts in the waters 
of the Nile. 

In the United States the cases are more fre- 
quent in the Mississippi Valley. Heredity does 
not seem to play any active part except insofar 
as the ancestral morbidity of the so-called urinar 
and arthritic diatheses may be concerned. 

Impaired nutrition as a result of defectiv: 
hygiene, the improper or over intake of food au 
insufficient elimination, undoubtedly play the 
most important roles as the causative factors in 
the formation of calculi. 

The Formation of Calculi. The mechanism 
and formation of calculi have given rise to many 
theories. 

Civiale says that “the mucosa of the urinary 
passages act as a colloidal and agglutinating 
mixture, expand and contract the acid particles 
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of the salts of which the fine particles of the 
concretions are principally formed.” 

Robin—“The adhesion of the crystals makes 
juxtaposition immediate by reciprocal contact.” 

Waldeyer thinks that the calculus forms 
around a microbial nucleus» The analyses of 
Ebstein and the experiments of Chantemesse re- 
fute this theory, which is also contradicted 
clinically. 

Tuffier’s experiments show that the primary 
urate and oxalate crystallization form in the 
interior of the uriniferous tubules independently 
of any renal injectious process. The excess of 
urie acid is distinctly toxic to the renal paren- 
chyma. Under its 
edematous and desquamate. Meckel has described 
this as “lithogenous catarrh.” These traumatized 
cells become detached, drop into the pelvis and, 
by their agglutination, form gravel or calculi. 

Finally, traumatism must be taken into ac- 
count as a factor in the etiology. 

Chemical Composition of Calculi. The salts 
which compose calculi are numerous, the most 
common being uric acid and the urates, oxalate: 
and phosphates. Of rarer occurrence are calcium 
carbonate, cystin, xanthin, salts of magnesia and 
sulphates. 

Caleuli of uric acid are the most common; 
their size is variable, but usually they are small, 
attaining the dimension of a pea; they rarely 
become irregular in contour, nor do they often 
fill the pelvis or calices. Their consistence is 
The general appearance is yellow to 
dark brown in color, surfaces smooth as if pol- 
ished, often flattened. On section they show con- 
centric striations accurately arranged. 

As a rule the urate calculi are made up of a 
mixture of ammonium, potassium, sodium and 
calcium urates, often in addition uric acid, phos- 
phates and oxalates are present. They are not so 
hard as the pure uric acid concretions. Their 
other gross physical appearances are, however, 
quite similar. 

The salts of calcium and ammonium constitute 
the oxalate formations. They are rarely pure, 
but in combination with urie acid or the urates 
these caleuli are the hardest of all, their surfaces 
rough, like coarse grains of sand, the color vary- 
ing from a reddish-brown almost to black. 

The phosphatic calculi are more often single 
in occurrence. Chemically they are formed from 


influence the cells become 


very hard. 
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the salts of calcium and magnesium. The double 
phosphates of ammonium and calcium have as 
their origin alkaline urine undergoing putrefac- 
tion. 
easily crushed. 


These formations are very soft and are 
Very often phosphatic salts in- 
vest calculi formed of other salts; they also are 
inflamed 


ulcerated mucous membrane of the bladder and 


deposited as incrustations upon and 
kidney-pelvis. 

Caleuli of xanthin are invariably mixed with 
uric acid, occasionally a pure xanthin concretion 
is found in the bladder. These calculi are very 
hard, of a greenish-gray appearance. 

Cystin stones are very rare. In a compre- 


hensive paper, Kretschmer reports only one 
hundred and six cases in the literature, two of 
which were his own, Cystin stones and cystin- 
uria are of special interest on account of the con- 
dition running in families. The theory of cystin 
formation is disturbed metabolism of protein 
substances. The stones are always pure and of 
moderate hardness. They usually form in the 
bladder. 


PATHOLOGIC ANATOMY 


Caleuli can 
be classified physicalfy into sand-particles, gravel 


Location and Number of Caleuli. 


and stones; clinically they are migratory, re- 
tained, fixed or encysted. They may be single 
or multiple, in any location, in one or both 
kidneys at the same time. 

There is no limit to the size a single stone may 
attain; the shape may assume that of some fan- 
tastic form or be geometric in its outline. Those 
formed in the renal pelvis may be bifurcated or 
take the mold of the pelvis and calices. 

The smallest stones, which may vary from the 
size of a millet seed to a lima been, are variable 
in number. A small single stone may lodge at 
the uretero-pelvic junction and completely ob- 
literate it. A number of small] stones may form 
in the pelvis or urinary bladder and become 
faceted or articulated in the manner they are 
usually found in the gall-bladder. 


Their location is not constant in the kidney, 
but the majority are either formed in or become 


lodged in one or more of the calices. This is 
of great clinical importance as they can be, and 
should be, removed through section of the pelvis. 
Those formations in the parenchyma nearer the 
cortex are of less frequency and can be ap- 
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proached only by cutting into the kidney sub- 
stance, 

Stones in the kidney can be mobile or fixed, 
the former, when they become migratory, pass 
into the ureter and thereby produce the acute, 
so-called renal colic, which is really an ureteral 
colic. 

The occurrence of calculi simultaneously in 
hoth kidneys is now recognized to be more fre- 
quent than was formerly thought. The fre- 
quency, as reported by various genito-urinary 
surgeons, varies from 12 per cent. (Kuster) to 
50 per cent. (Legueu). 

The Kidney. The presence of a stone in the 
pelvis or one of the calices is accompanied by more 
or less pronounced morbid changes. However, 
these changes may not occur and following either 
the spontaneous expulsion or surgical removal, 
the renal tissue may be restored quite to the 
normal. 

The walls of the pelvis may become thickened, 
due to tissue proliferation produced by the con- 
tinued irritation. 

Simple dilatation may accompany the presence 
of calculi in the pelvis or calices. This dilata- 
tion, in turn, may be the forerunner of retention, 
which, if aseptic, represénts what is called 
calculous-hydronephrosis. 

The presence of smaller stones in the paren- 
chyma usually is not associated with any degen- 
erative process, and more often than not the 
focus remains aseptic. 

One can readily conceive that the presence of 
a stone in the pelvis invites bacterial invasion. 
This may occur through the blood stream or, as 
is more often the case, through the lymph chan- 
nels, probably ascending from the intestinal tract. 

We have then a septic kidney, which, in the 
beginning, is called clinically a pyelitis, but 
which the writer believes does not exist as a path- 
ologic entity. At the outset it is a pyelonephritis, 
the more marked changes taking place in the 
pelvic mucous membrane. If the changes pro- 
gress, the kidney is sooner or later converted into 
a purulent organ, with one or more abscesses 
which finally coalesce into a large pus sac or 
pyonephrosis. 

Associated Pathology. A simple peri-nephritis 
always accompanies any suppurating renal 
processes. The fatty capsule may undergo 
simple softening and liquifaction, or may become 
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indurated and sclerotic. If the infection extends 
through the Bowman’s capsule the fatty-bed sup- 
purates and is transformed into a peri-nephritic 
abscess. 

In unilateral renal calculus the opposite kidney 
takes on the functioning of both if infection 
destroys the secretory power of the calculous 
organ. Compensatory hypertrophy ensues. If 
the septic process is severe, a toxic nephritis, 
usually mild, may occur in the opposite kidney. 
This is manifested by slight albuminuria and a 
few casts. This always disappears following re- 
moval of the diseased kidney. 

Ureteral Calculi. Without fear of exaggera- 
tion the writer claims that 95 per cent. of the 
calculi which pass from the kidney into the 
ureter pass into the bladder either spontaneously 
or with the aid of lubrication through the 
ureteral catheter. 

If permanently lodged, they may attain a great 
size, usually obstruct the urinary flow and thus 
transform the kidney into either a hydro- or a 
pyonephrosis. 

Of the 5 per cent. which do not pass, the lodge- 
ment more often occurs close to the uretero- 
vesical orifice. 

Cases have been reported where ureteral calculi 
have eroded through the wall of the ureter and 
become entirely extra-ureteral. These instances 
are rare. 

Vesical Calculi. Vesical calculi vary as much 
in size and chemical composition as to those of 
the kidney. These can also be classified as pri- 
mary and secondary. The former usually origin- 
ate in the kidney as small concretions or gravel, 
descend into the bladder and there grow by de- 
posit from the urine due to general metabolic 
disturbances. They are usually made up of uric 
acid, sodium urate or calcium oxalate. 

Secondary vesical calculi develop in the in- 
fected bladder under the influence of the inflam- 
matory processes which transform the urine into 
a strong, alkaline medium with a precipitation of 
phosphatic salts, usually of ammonia and mag- 
nesia. Bilharziosis and foreign bodies may be the 
nuclei of vesical concretions. , 

Stones of the bladder are mobile or fixed. The 
former may be temporarily held in a diverticulum 
or behind an enlarged median prostatic lobe, or 
fixed in these positions permanently until re- 
moved surgically. 
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Pathology. The bladder will tolerate a calculus 
of considerable size for a long time without be- 
coming infected, after which the characteristic 
changes of a cystitis take place, with the tendency 
to the formation of discrete, mucosal excoriations 
or superficial ulcerations. Pericystitis, perivesi- 
cal abscess and ascending renal infection consti- 
tute the associated pathology which may occur. 

Urethral Caleuli. Caleuli of the urethra are 
nearly always located in the prostatic portion. 
They are not to be confounded with the concre- 
tions which originate within the prostate gland 
and which do not come within the scope of this 
discussion. 

Caluculi of the prostatic portion of the urethra 
may be free in a pocket of inflammatory origin ; 
lie within a true urethral diverticulum, or may 
be considered to be urethro-vesical, lying part of 
the time within the cavity of the bladder, part of 
the time in the urethra, then again slipping back 
into the bladder. Diverticulae of the urethra 


are rare. A concretion on its passage through the 
urethra may become lodged in the enlarged pocket 
of mucous membrane (valve of Guerin) within 
the glands at the level of the corona. The writer 


has seen one such case. 

Symptoms. The general symptomatology of 
renal, urethral and vesical calculi are too well 
known to need detailed discussion, but there are 
some difficulties which will be briefly outlined. 

Let us consider the symptoms of renal and 
ureteral stones under three groups: those due to 
1, retention in the kidney; 2, due to migration, 
and 3, to ureteral obstruction. 

Care must be taken not to be misled by the so- 
called reno-renal reflex in cases of retained kid- 
ney stones. This condition, though not occurring 
commonly, is of sufficient frequency to warrant 
our notice. The literature is replete with reports 
of all symptoms of pain present in the otherwise 
healthy kidney. There can be no question but 
that renal neuralgia or renalgia does exist; due 
note must be given to it. 

The stumbling blocks in migrating ureteral 
stones are other acute colics, acute retro-cecal 
appendices with their tips resting on the ureter, 
showing even some microscopic blood in the 
urine; finally, and most important, the crises of 
the kinked ureter and tables. Many a patient has 
been subjected to lumbar section for suspected 
tone, only to subsequently give a positive Wasser- 
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mann and, upon further investigation, show other 
manifestations of spinal luca. 

Diagnosis. Upon the Roentgen-ray the burden 
of responsibility rests in diagnosing kidney and 
ureteral stones. The modern technic of radio- 
graphy is developed almost to the point of per- 
fection, so that failure of detection by the skia- 
graph should be a rarity. . 

The causes of failure are incomplete purgation 
of patient, inadequate power of the Roentgen 
tube, or improper use of same. 

Essential in the technic for good results are 
immobilization of the kidney and ureter by com- 
pression and limitation of the irradiating sur- 
faces; instantaneous exposure, and the use of 
aluminum filters to eliminate the shadows of the 
soft tissues. This last point is now in general use 
at the Michael Reese Hospital and has proven of 
great value in detecting small concretions which 
otherwise would not have shown. 

The shadowgraph catheter is a distinct adjunct 
in assisting in the localization of ureteral stones. 

The best I can say for pyelography for this or 
any other purpose is that it gives brilliant oppor- 
tunity for the publication of extensive articles 
and books that are of theratric interest, but upon 
careful scientific analysis are wholly devoid of 
any clinical value. 

The great pitfall in drawing conclusions is the 
misinterpretation of shadows produced by other 
bodies than calculi in the kidney substance or pel- 
vie or ureter. Calcified lymph nodes, pleboliths. 
enteroliths and gas accumulations in the intes- 
tinal tract many times make the diagnosis of 
stones in the urinary tract questionable. 

Treatment of Renal and Ureteral Calculi. The 
latter can be quickly summed up. The writer 
quite agrees with the rather facetious statement 
of Kolischer, who states that “of the great num- 
ber of physicians whom he has known to have had 
ureteral calculi he has yet to hear of one submit- 
ting to an operation.” It is a serious mistake to 
cut down upon a stone that has passed into a 
ureter until ample time has been given for it to 
pass either spontaneously or with the assistance 
of a lubricant forced in throamgh the ureteral 
catheter to‘the point of lodgegment of the cal- 
culus. There are very few stones which do not 
pass thus aided, though the procedure may have 
to be tried many times. It is surprising at times 





how large a stone may be passed. The permanent 
arrest usually is near the uretero-vesical opening, 
at which point it is a simple matter to force the 
stone into the bladder through a systotomy. It 
may at times be possible to get the stone into the 
bladder through the use of the operating cysto- 
scope by either dilating the ureteral orifice or 
cutting one of its lips with a fine pair of scissors. 

It should not be necessary to emphasize the 
fact that the majority of renal stones which are 
to be found in the pelvis or calices should be re- 
moved through pyelotomy and not through 
nephrotomy. To cut through the kidney sub- 
stance for removal of a stone in the pelvis is dis- 
tinctly obsolete and unsurgical. The author has 
shown in a previous communication that follow- 
ing an incision into the renal parenchyma there 
is a wide area of necrosis which is finally replaced 
by connective tissue with secondary contraction 
and typical scar formation. 

The technic which the writer follows is that 
originally described by Kolischer. Great em- 
phasis is laid upon avoiding the cutting of the 
muscles when incising for delivering the kidney. 
This can be done by cutting through the fascia of 
Petit’s triangle and separating the muscle fibres. 
Preliminary undermining of the skin is essential 
to give more room in which to work. The skin 
incision is along the lower border of the twelfth 
rib. ; 

After the kidney is delivered two sutures are 
placed on either side of the pelvic wall; these are 
used first as tension sutures and later to close the 
opening. The pelvis is incised between the two 
sutures, the interior is then explored with the 
finger and the stone or stones removed. If the 
calculus is in one of the calices it is milked down 
into the pelvis. A large piece of fat from the 
perirenal pad is then brought over the incised 
pelvis, preferably without cutting the fat, which 
is tied by the two sutures originally placed. This 
is all that is necessary for closure. 

If the stone is in the renal parenchyma, as 
small an incision as possible is made directly 
over the stone; after its removal a piece of fat is 
used to plug up the cavity and this is held in 
place by one or more sutures which are tied over 
the fat. Secondary hemorrhage is thus avoided 
and the process of healing is augmented. No 
drainage should be used. 

It requires much more bravery at times to re- 
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place a kidney than to remove it. If there is any 
considerable amount of infection it is a waste o/ 
time beside the subjection of the patient to fur- 
ther suffering not to do a nephrectomy. If a cal- 
culus does not reform promptly, then the infec- 
tion will soon spread and a pyonephrosis result. 
This point, however, may tax the best surgical 
judgment and a conservative procedure may | 
decided upon. 

Treatment of Vesical Calculi. There is no 
surgical procedure that is fraught with more 
serious sequelae than litholapaxy. It has its 
limited indications, but is more properly con- 
trolled by contraindications. These latter are 
very large calculi, very hard calculi and infected 
bladders. Small bladder stones in the absence of 
a marked cystitis should be removed by crushing, 
with a proviso that the operator is experienced 
and skillful in the manipulating of the lithotrite : 
otherwise it is far better for the patient to have 
a suprapubic cystotomy. 

31 North State street. 


DISCUSSION 


Dr. Harry A. Kraus: I do not believe Dr. Koll 
wants to create the impression that all stones in the 
ureter can be taken out by means of oil. Stones in 
the lower portion of the ureter may be removed in 
this way, but the larger stones in the upper portion 
of the ureter, especially the impacted ones, are not to 
be taken out in this way because they cannot be. 

I do not agree with Dr. Koll in the statement that 
following pyelotomy no drains are necessary. In two 
cases in which I did not resort to drains I had fatal 
results, and since then I have put in a drain in each 
of my cases. 

Dr. Robert H. Herbst: I wish to call attention to 
a class of renal stones which are interesting from the 
standpoint of operative indication. I refer to small 
stones located in the parenchyma of the kidney which 
do not produce symptoms, and the urinary output 
from the kidney is normal. This type of stone is 
sometimes found accidentally in x-ray plates taken for 
the diagnosis of other intra abdominal conditions. 
Rovsing has called attention to many of these cases 
which he has watched for a long time, and which have 
not caused any changes in the kidney. In those cases 
in which this type of stone coexists with stones in 
pelvis or calices, I think their removal is indicated 
provided this can be accomplished without too much 
damage to the kidney parenchyma in the search for 
the stone. There is little doubt that some of these 
kidneys are more severely damaged by an extensive 
search for such a small stone, than they ever would 
be from the presence of the stone. 

Dr. Gustav Kolischer: It is impossible to generalize 
and lay down hard and fast rules. It is incorrect to 
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say that ureterals stones located in the upper third of 
the ureter will cause symptoms, and a stone situated 
low down will not. 
not formed by the location in the ureter, but it de- 


Indications for interference are 


pends very largely upon the symptoms manifested. 
Again, the size of the stone has nothing to do with its 
spontaneous passage or its passage aided by the in- 
When I devised this method 
of bringing a stone out of the ureter by injecting oil, 


jection of any lubricant. 


it happened accidentally some thirty years ago, at 
which time I was called in to help make a differential 
diagnosis between renal colic and appendicitis. In 
order to do that I passed a ureteral catheter. In those 
davs we believed that if there was a stone in the 
ureter we necessarily could locate it and feel it and 
It 
happened that I did not have an elastic catheter but a 


diagnose it by the introduction of a catheter. 
metallic one which was used in those days. I intro- 
duced the catheter, hit the stone, got a click, and made 
my diagnosis. hit the 
to bring it down by injecting oil, which I did, 


In 


credibly large stones will pass spontaneously. 


Then it occurred to me as | 
stone, 
in- 
The 
mdication for interference is the syndrom of symp- 
toms, not the size of the stone or its location. 


and a large stone was passed. some cases 


Occasionally a stone impacted in the lowest part 
of the ureter, the intravesical part, may cause serious 
symptoms, but quite often it does not. If the stone 
is tunnelled it does not bother the patient because 
the urinary jet is ejeculated through a hole in the 
In some cases we cannot pass the catheter 
at all because there is severe inflammation about the 
stone, with subsequent swelling and infiltration of the 
mucosa which may lead to uretero-renal reflex and to 
temporary inactivity of the kidney. 

The removal of a stone from the ureter 
ureteral catheterization came into general use and the 
injection of oil, was practiced by surgery. If a stone 
was discovered in the ureter the patient was operated 
on because operators enjoyed the technic of the opera- 
tion. Later, however, it was found that ureteral stones 
not infrequently passed spontaneously. Leonard 
called attention to this fact. People who tell the 
truth will tell you that the exposure of the ureter in 
its continuity is always. attended with great difficulty. 
Stripping the ureter may lead to necrosis. We ex- 
perience this after the operation suggested by Ries 
for the removal of carcinoma of the uterus. Oc- 
casionally following ureterotomy there is necrosis of 
the ureter, and this may happen whether you expose 
the in the lower middle third. 
There is also the danger of subsequent cicatrization 
and kinking of the ureter. Even where a small stone 
is removed the kidney may be put out of commission. 
This will occur in the hands of the best operators, 
so it is not the fault in technic but a fault of the 
method. A permanent ureteral fistula may result so 
that finally the kidney has to be removed. 

Then came the enthusiasm for the use of the cys- 
toscope, and it was thought that every ureteral stone 


stone. 


before 


ureter or upper or 


Se 
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had to be removed is 


lf a 
caught in the lower third of the ureter, and severe 


by injecting oil. stone 
inflammation and reaction sets in, you can understand 
that an attempt at removing it by systoscopic methods 
Poking 
around in the inflamed and infected tissue may start 


would preduce great damage to the patient. 


pyelitis or pyonephrosis or a purulent epididymitis with 
all the various sequelae. If a stone is caught in the 
lowest part of the ureter and produces serious inflam- 
mation it is not only dangerous to attack it through 
the cystoscope, but it is nonsensical, because you lose 
ill the advantages of the cystoscope on account of hem- 
orrhage at the mouth of the ureter which clouds the 
eld of view. In such cases systotomy is a simple and 

You the 
anesthesia, split the ureteral opening with a fine cau- 
tery, the The bladder 
up tight with mattress sutures, and subfascial drain- 
age secures primary union. 


safe operation, open bladder under local 


and remove stone. is sewed 


Even if the skin should give way under infection 
the bladder will stick, and that is the main thing 
The patient does not urinate on his belly. 

As to the removal of kidney stones, the statement 
that they are sometimes discovered accidentally does 
not mean much. Who would think of taking an x-ray 
if there were no symptoms. 

From what we know of secreting organs we be- 
lieve more and more they are interdependent of each 
other. The secretory each other; 


organs influence 


they may hamper other organs or may stop their 
functioning, provided the secretion becomes patho- 
logic. 


The kidneys are not only very important as 
eliminating but they influence the 
whole well-being of the individual, so that we try now 
to correct everything that is abnormal, previded we 
can do so without any great risk. 


organs, always 


I do not remember 
any case that 1 have ever seen where a parenchymatous 
stone that was discovered did not cause any symptoms. 
The symptoms may not be subjective but objective, 
such as the retention of urea or nitrogen of the blood, 
and so on, as well as cardiovascular disturbances. 
The mthods of removal of kidney stones now are 
perfect that under circumstances we 
practically always find these patients are very good 
surgical risks. 
erly done 


so 


ordinary 


Pelvotomy is a simple affair, if prop- 
Nephrotomy now can be done with safety 
for the reason that by transplantation of fat we can 
prevent secondary hemorrhage. Why not remove a 
kidney stone before it becomes too obnoxious provided 
that there are no contraindications to any operation. 
If the stone is movable and if its surface is very 
rough, the indication is for immediate or early inter- 
ference. All the time the stone 
is present it is a source of traumatism to the pelvis 


Why should we wait ? 


oi the kidney, the calices or parenchymatous cavity in 
which the stone is lodged. We know that traumatism 
of the pelvis of the kidney leads to the provocation 
of immigration of bacteria and to their colonization, 
so that this overconservative attitude is not justified. 
We may wait as we wait in other cases, but as a gen- 
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eral principle we should lay down the rule that as 
soon as we discover a concretion in the kidney, 
whether in the calyx, pelvis, or parenchyma, it should 
be removed. It is a dangerous abnormality. It is like 
a diseased appendix. We have no means of telling at 
what particular time a stone in the kidney will take 
on renewed activity so as to greatly damage the 
kidney, and we may have to remove the kidney as a 
consequence, and the removal of such a kidney under 
such circumstances is always an admission of defeat, 
that we failed to prevent serious trouble in time. 

Dr. Victor D. Lespinasse: We all realize that 
manipulation through the cystoscope in the ureter 
should not be carried out in the presence of marked 
infection or inflammation. With most ureteral stones 
there is some infection present but as the cases come 
to you this infection is usually minimal and in most 
of them it is safe to manipulate inside the ureter. If 
a patient has an acute ureteral colic, and that colic 
cannot be relieved by pushing the stone back into the 
kidney pelvis by means of the ureteral catheter, such 
a patient is best relieved by an open operation. 

The symptoms that ureteral stone causes are not 
very severe as a rule; it makes very little difference 
whether the stone is located in the lower or upper 
part of the ureter. If it is of a size we can estimate 
of say one centimeter or less, we can safely treat 
it by the methods to get it down the ureter. These 
methods have been mentioned tonight. One method I 
have used for some time, although it has not yet been 
published. It is a lubricant that does two things. It 
not only lubricates, but it has a certain amount of 
expansion in it, and we accomplish that by injecting 
the lubricant through a catheter, using as large a 
catheter as possible, so that we can use the more con- 
centrated material, a plain, ordinary watery solution 
of gum tragacanth. This, when introduced into the 
ureter, will absorb the water and at the same time 
lubricate. You are all familiar with the famous little 
tube you carry around in your bag, the K. Y. jelly 
tragacanth. When that is injected into the ureter you 
can fill the kidney pelvis with it if the pelvis is 
normal, although the maximum amount I have injected 
has been 5 c. c., for the reason that this amount very 
seldom will overdistend the kidney pelvis. It will fill 
the pelvis and stay a little longer, and consequently 
force open the ureter for a longer time. By this 
method my results have been considerably better than 
they were when I used glycerin or plain oil. But 
we must bear in mind, and this statement will bear 
emphasis and repetition, that these manipulations must 
not be carried out in the presence of severe infection 
or complete blockage of the ureter by the stone, where 
it may be an important element in the saving of the 
kidney. The kidney is very sensitive to ureteral 
obstruction. It is remarkable how quickly a kidney 
goes to pieces when the ureter is completely obstructed. 
If there is a small nodule that holds the wall of the 
ureter away from the stone, it may lie there for a 
long time and cause very little pathologic change in 
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the kidney. However, it will start dilatation of the 
ureter as behind any stricture. 





UNILATERAL NEPHRITIS* 


G. Koxiiscner, M. D. ano J. E1senstarpr, M. D. 
CHICAGO 


It was held for a long time that all inflamma 
tions of the kidney except certain extreme case- 


of bacterial invasion and subsequent suppuratioi, 
are necessarily bilateral. This contention has 
been shown to be erroneous by the following find- 
ings. Separate collection’of urine from eithe: 
kidney has proven in numerous instances accord- 
ing to the microscopical characteristics and the 
chemical quantitative determinations, that one 
kidney may function absolutely normally, while 
the other excreted urine showing unmistakable 
evidences of nephritis or nephrosis. 

By nephritis we understand the primary pathi- 
ologic involvement of part or of all the glom- 
eruli; while the term nephrosis implies lesions 
of the tubular system. Glomerular nephritis evi- 
dences itself by polyurea or oliguria associated 
with low specific gravity of the urine. The 
miscroscopic findings are chiefly red corpuscles, 
hyaline and granular casts, while epithelial an: 
lipoids casts are absent. 

The urea output is subnormal; residual nitro- 
gen in the blood is increased. Tubular disease is 
characterized by the appearance of epithelial and 
fatty casts. Chemically sufficient elimination o! 
urea but retention of Nacl is observed, no in- 
crease of residual nitrogen in the blood. Whether 
we have to deal with nephritis or nephrosis it ha- 
to be kept in mind that either disease is only a 
part of a general disturbance of the whole system. 
Neither of these renal disorders may persist {01 
a long time independently. The diseased va-- 
cular or tubular system will after a while invol\« 
the other. If once the fact is established that 
only one kidney is diseased, the next question wil! 
be, when if at all a surgical interference in these 
cases may be indicated, if general treatment ha 
failed. The factions will be of weight in this 
determination. It is known that even if severe 
involvement of only a part of the glomeruli is 
present anatomic and physiologic cure may ob- 


*Read before the joint meeting of the Chicago Urological 
and Chicago Medical Society, March, 1920. 
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tain. But even woderate involvement of al] the 
glomeruli never results in restitutio ad integrum. 

A permanent disorder in one kidney is always 
a menace to its mate and consequently to the 
carrier on account of the mobilizing of neph- 
rologic elements from the diseased kidney. 

Oliguria, low specific gravity and blood in the 
urine from atrias of symptoms indicating ex- 
tensive involvement of the glomeruli with little 
hope of recovery and great danger of injury to 
the other kidney. Therefore an indication for 
the removal of the diseased kidney has to be con- 
~idered. 

Operative results in such cases bear out our 
contention, 
las to be called in if we have to deal with per- 
forating inflammation, which is evidenced by 
crowding of the urine with epithelial granular 
tatty casts, and decided cardiovascular changes. 
‘There is such a clinical entity as genuine pyelitis, 
without any involvement of the renal parem- 
chyma, as is proven by microscopical findings in 
two of our cases. For our purpose it will be of 
creat service to discriminate between inflamma- 
tions of the kidney caused by toxines produced in 
loco that is by bacterial invasion, and by toxins 
produced somewhere else in the body without any 
colonization of germs in the kidney. As an 
example, we may quote scarlet fever or measles, 
and nephritis due to appendicitis. That extensive 
and intense pyelitis may exist without any in- 
volvement of the renal parenchyma was proven 
to us by two cases. Both these patients produced 
enormous quantities and considerable pus from 
one kidney, while its mate furnished normal 
The suffering of the patients and the 
constant lowering of their general condition in 
of medical treatment induced us to try 
surgical intervention. Judging from the symp- 
toms we diagnosed pynephrosis and nephsectom- 
ized in both eases. The pathologic examination 
showed interstitial pyelitis and only that; no 
involvement of the renal parenchyma. While 
both patients recovered and are doing well, it 
‘annot be denied, that a diagnostic and thera- 
peutic error was committed. Very probably in- 
cision and drainage of the renal pelvis would have 
sufficed. We think that this error could have 
been avoided if the involved kidneys had been 
submitted to the urea and sodium chloride test. 


In nephrosis surgical intervention 


urine. 


spite 
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DEFENDING THE CARREL-DAKIN 
TREATMENT* 


W. E. Porrer, M.D. 
OAK PARK, ILL. 


A comparatively short time ago I read a state- 
ment in one of the magazines which said in 
effect, that “the man who wrote a paper should 
really have something to write about.” 

This is not a “paper.” I did not come out 
here to give you a “paper” on, or to try to teach 
you the Carrel-Dakin treatment. Any person 
who took the course at the Army Demonstration 
Hospital and mastered this subject will tell you 
that he put in one of the busiest periods of a 
month or more that he ever put in, in his life- 
time. So why should I try to tell you “all 
about” it in the few minutes allotted me. The 
only reason that I use paper is, first, “because 
it looks better ; second, because otherwise I might 
not get my remarks in the JournaL (which is 
one of the first requisites of course to becoming 
a very big man), and third, to be sure to mention 
some of the points which I consider most im- 
portant to you. 

The principal objects of my remarks are: 
First, to those of you who are using the method 
successfully I only wish to say “carry on” and 
God speed you in spreading your knowledge of 
one of the greatest aids that has come to hu- 
manity through the surgeon in many decades. 

Second, to those of you who are conscientiously 
using the method with some results that do not 
seem to be howling successes, or perhaps failures, 
I wish to say “keep at it.” Don’t accept the old 
theory that Dakin’s should contain anywhere 
from .4 to .5 per cent of the hyposulphite. It 
of course should never contain more than .5 
per cent, but it likewise should never contain 
less than .45 per cent. I never use less than a 
AT per cent solution and I always feel that a 
48 or .49 per cent solution is better. 

Don’t forget the flash. 
period in excess of 2 
solution is too alkaline to get good results. Don’t 
aceept the argument you so frequently see in the 
literature that they have “better luck” with the 
solution when they use 17.5 or 18 gm. of the 
dry sodium carbonate instead of 15. Stick to 


If this persists for a 


or 3 seconds at most, your 


*Read before the Section on Surgery at the Seventieth 
Annual Meeting of the Illinois Medical Society at Rockford, 
May 19, 1920. 
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the 15 gm. That is enough and more makes 
the solution too alkaline to give the best results. 
Of course, they are having “better luck” with the 
solution. They don’t have to make it up so 
often but while they are having “better luck” 
with the solution, they are having “poorer luck” 
(if I may use the term) in their end result. The 
excess alkalinity is irritating and defeats your 
The very soul of Dakin’s solution Les 


The alkali 


objec a 


in its instability. makes it more 


stable. 
If you have a “George” 
prepare your solution for you if you choose, but 


you may let him 
then you must let “George” disappear from the 
field of action. Don’t accept his report on the two 
final tests. Test it yourself and test it every day 
that you use it. Do your own dressings and keep 
your own bacterial chart, or at least do them 
or oversee them often enough to know that they 
are properly done. However, if you keep your 
own bacterial chart, you will have the final check 
one throw “a 
vou don’t know 


on all and without it any can 
wrench in the gear box” and 
why. when, or for what reason vou are failing. 


Third. 


the treatment, I will say, “Cheer up, wake up and 


‘To those who have never tried to use 


come to the party. Learn it somehow, some place. 

No, I do not know now where you could go to 
learn it. ‘To me it is a crime that the hospitals 
and colleges do not now use and teach it and 
it will be all the more shameful if this or some 
other organization cannot persuade or compel 
them to teach it right and use it right. I pre- 
dict that it will take organization and concerted 
effort to do it, on account of reasons which will 
he obvious as we go along. The system, I will 
admit, is highly technical and requires a great 
deal of painstaking care but is very simple 
after all that 
simplest of us could not master it. At any rate 
1 feel that any one so simple that he cannot 


and not so technical even the 


master it, should not be permitted to play at 
our game. 

With those condemning the system, we must 
deal a litle more at length. To start with, we have 
the Rockefeller Institute (one of the greatest re- 
search laboratories in the world) telling us that 
the chlorine series of antiseptics are the best 
antiseptics that we have and that of all these 
Dakin’s solution is the best. Then we had the 


Army Demonstration Hospital teaching it. It is 
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not a question of me thinking it is the best. | 
know it is the best. No, the Army Demonstra- 
tion Hospital did not prove it to me. They don’t 
try to prove anything to anybody. You are in 
the Army. They put you in there and make you 
work. After you have worked for a while you 
have proven it to yourself beyond any question. 
You can’t turn your back on what ‘you have 
proven to yourself by vour own acts. Surgeon 
General Ireland may have and probably did make 
some mistakes during the period of the war. 
It is only human that he should. But when he 
instituted and maintained the Army Demonstra- 
tion Hospital, he did something for which hu- 
manity will thank him until eternity. Something 
may supersede this treatment before that time 
but it is the best we have now. What then are 
we in danger of? Why do we have to defend 
the Carrel-Dakin treatment ? 

The principal sources of 


adverse criticism 


which we have to combat are two. The literary 
man and the clinician. 

The reason that these two sources are so dan- 
gerous to us is because these are supposedly big 
men or they would not be doing what they are 
doing. They should measure very carefully what 
they say, because of the large numbers of men 
they reach and the confidence which they justh 
or unjustly enjoy. I would say to these gentle- 
men, “Watch your step lest vou lose some of thi 
confidence now reposed in you.” They can do 
and are doing more harm to a good cause in a 
few minutes than Rockefeller Institute can do 
good in years of hard work. 

What are the motives? 
of but a few: 


I can only conceiv: 
Bullheadedness or boneheadedness. We are up 
against the slimy tentides of the jealous man 
who don’t want to see any kite fly which does 
not have his name attached thereto as a part o1 
the whole of the tail. 

The man who is too big and too busy or too 
indolent to really get down and learn the system. 
would sooner sacrifice an occasional limb or even 
a life or the subsequent general health of th 
patient and thinks that he is big enough to con- 
demn the Carrel-Dakin treatment and get awa\ 
with it. But after all, is not this great effor? 
that is being made to discredit the Carrel-Dakin 
treatment due to the fact that there is such an 
enormous lot of work to be done for the com- 
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paratively few dollars you can get in most cases 
for using it? I believe it is. 

I am not a philanthropist and I don’t believe 
in “state medicine” vet, and do feel that a man 
should get pretty good pay for what he does, but 
if this profession has gotten to where it reckons 
ts success by the dollars alone, then I think it 
i; a pretty sorry state of affairs. 

Isn’t it too bad that this system can’t be used 
with the same lack of knowledge and the same 
lack of precision and the same gusto with which 
the present day surgeon swings his knife? If 
it could be done as easily and we could get the 
same amount of advertising that we can for 
transplanting monkey glands to the human, we 
would all be using it. 

Apropos of the case of the literary man, 1 
wish to call your attention to an article in the 
February, 1920, Surgery, Gynecology and Ob- 
sfelries, entitled “Acute Empyema of Thorax, 
l'reated by Minor Intercostal Thoracotomy,” by 
Paul W. M.D., of New York. 

Now let me say that I have not picked on 
this article because it was Aschner’s nor because 


Aschner, 


s. G. & O. published it, but because it was only 
fair example of what you are reading in many 
of the leading periodicals, 
In summing up he gives: 


—Results of Using Dakin’s Solution— 
ireated with Dakin’s 
(8 adults) 
Hospital stay days (18 to 91) 
Suction drainage re- 
newed cases 
(reated without Dakin’s 
ES Se pare 28 (10 adults) 
Hospital stav.......39 days (16 to 74) 
Suction drainage re- 
newed cases 


Doesn’t that forever damn the use of 


lakin’s solution ? 


this that the 
lakin’s solution was used every 2 hours by day 


Prior to summary he states 


wud twice during the night. Pretty clever, isn’t 

either advertently or inadvertently. He 
(doesn’t claim to be using the Carrel-Dakin treat- 
went, vet he emphasizes the fact that he used 
lakin’s and hopes that you don’t know that he 
sed it improperly both as to time and mode 


' application, but leaves the unwary, by his com- 
jarative table, to condemn the Carrel-Dakin 


W. E. POTTER 


treatment, or to say the least, the Dakin solution. 

He ought to know if he is going to talk in- 
telligently on the subject, that he can’t disregard 
the Carrel mode of application and still get 
results from the Dakin’s solution. He ought 
to know that he can’t use the solution any less 
than once in 2 hours either by day or night. 
He ought to know that Carrel-Dakin treatment 
presupposes and includes bold surgery. I say 
bold surgery. It may be bold from the surgeon's 
standpoint, but conservative from the patient's, 
for whatever will save the life or limb of a patient 
or give him a better end result is conservative 
from his standpoint. 

Again he tries to hoodwink vou by bringing 
Major Moschocowitz to the foreground. Quot- 
ing from the article he says, “If, however, the 
lung is found to be persistently fixed in an un- 
favorable position and incompletely expanded, 
we believe that operative interference is indi- 
cated, and our preference is for the performance 
of major intercostal thoracotomy which aims to 
Although 


cavities is attainable, 


mobilize the lungs. disinfection of 


such and closure of the 
wound takes place (we agree with Moschcowitz 
in not employing secondary suture), dead spaces 
ot this kind frequently become reinfected.” Why 
don’t he say that they all do, for they do. 

this 
We all 
know Moschcowitz and know him well and know 


Why does he bring Moscheowitz in, in 
way, if he were not trving to fool vou? 


that he has not been spending his time trving 
know that 
he knows that Carrel-Dakin treatment contem- 
plates bold surgery and that it doesn’t take the 


to do such impossible things. We 


place of either good brains or good surgery. 

We could keep on going through this article 
and others, but what is the use and time does 
not permit. I only ask you to read between 
the lines and ask yourself, “What is the big 
idea ?” 

The only answer that I can see is “The lime- 
light,” and to suggest his method. To me he 
has not proven or disproven anything except to 
prove his inconsistency. 

As to the other source now, the Clinician. 

We have one very glowing example of this 
type in Chicago. 
surgery, calling it “a disgrace” and advised that 
it be stopped. Not so many vears ago he con- 
demned prostatectomy and later told us of his 


He once criticised gynecologic 
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own method of doing it. Again his name to 
the kite tail. The above facts, except with those 
who know him, do not minimize the damage he 
is doing by his recent open condemnation of 
Carrel-Dakin treatment in his clinic where hun- 
dreds are accepting his word. 

Recently, as a member of the Standardization 
Committee of the West Suburban Hospital, I 
wrote to about 20 of the principal hospitals of 
Chicago to find out what other hospitals and 
other men were doing and_ thinking—about 
Carrel-Dakin. 

The first reply received was from the hospital 
where the above mentioned gentleman does all his 
work. In fact, he is tied there body and soul. The 
reply was made on the bottom of the sheet con- 
taining my inquiry and reads as follows: 

“We have not used Carrel-Dakin treatment 
cnough to express an opinion. We have no ma- 
chine for its preparation. 

“Signed 

If this is true and I believe it is, where is 
the foundation for conclusions drawn by the man 
in question ? 

Again, if this is true, why has it not been 
tested and fully accepted or completely rejected ? 
This is one of the largest hospitals on the West 
Side and directly connected with one of the 
colleges. Do you get me? If I spelled the 
man’s name it might possibly be just a little 
bit clearer but I don’t know that he has signed 
any articles and I don’t want to sign it for 
him, 

As to the other hospitals that replied to my 
inquiry : 

One reported very favorably and said they were 
using a Wallace & Tiernan gas machine for 
making Dakins. A very good sign that they are 
really using Dakin’s solution and by the way the 
only gas machine I have been able to locate in 
Chicago aside from my own. 

The chief of another hospital 
follows: 

“We use it in cases of necrotic tissue which 
is infected as the solution clears the wound of 
the necrotic substance. In this class of cases we 
are very much pleased with its use. We have 
not used it in empyema cases, 

“We have no Wallace-Tiernan or other ma- 
chine for preparing the solution, but use it ac- 
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cording to the formula which we have taken from 
the Carrel-Dakin book.” 

Remarking on the above reply, I would say 
that I am glad that this man has proven to 
his own satisfaction at least one of the principal 
actions of Dakin’s. This is also a good sign and 
perhaps he can be persuaded to go further. He 
is not treating empyemas with it because he 
hasn’t treated one with a perfect Dakin’s or he 
never would stop. 

In spite of the fact that he is using the Carrel- 
Dakin formula for the preparation of Dakin’s 
from calcium chloride, I do not believe he is 
getting the same results that he would get if they 
used a gas machine. I do not believe that any 
hospital or any individual can get the best re- 
sults without a gas machine. Not because a per- 
fect Dakin’s cannot be made from the chloride. 
It can be, but take my word for it, it won’t be. 
“George” gets tired of all this time and labor 
spent every second or third day (and a good 
solution under ordinary conditions does not last 
longer), so he just slacks on you. There goes 
the first “wrench in the gear box” and you 
haven’t time or the patience to find out where 
the trouble is so you just draw a bad conclusion 
about Carrel-Dakin. It is natural to suppose 
that “it can’t be done.” It is timesaving and 
painsaving to draw this conclusion, even though 
you bury the patient. But you are only fooling 
yourself. The public is not going to stand for it 
long. I am warning you now, gentlemen of the 
Surgical Profession, the Carrel-Dakin treatment 
for infected wounds is one dose of medicine 
which you are going to have to swallow whether 
you like it or not. It may taste worse than 
castor oil to you but I dare say that after 
“the spirit moves you” your conscience at least 
will be a lot clearer and you will feel a lot 
better than you did after the oil. 

But just stop and think; in a city of approxi- 
mately three millions of people and all these big 
surgeons, one hospital can boast that it has a gas 
machine. Another, to say the least, is consci- 
entious enough to be using the Carrel-Dakin 
formula and as far as the rest are concerned, 
the Lord only knows what kind of so-called 
Dakin’s they are using, but I dare say their re- 
sults are quite negative or indifferent and speak 
for themselves. . 


What is the reason? These knockers. If these 
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upposedly big men were not knocking it, we 
smaller fellows would not dare try to get along 
without it, and then they would claim that vou 
couldn’t do it right because you were not con- 
nected with some big institution or working in 
their clinic. 

The above picture is a fair picture, I am sure, 
not only of Chicago, but of the whole state and 
ihe whole of the United States, shameful as 
li 1S. 

In spite of the fact that I feel that a man 
surely and only shows his ignorance when he 
condemns this system, I hope there will be a 
full and free discussion not only of the Carrel- 
Dakin treatment but of the whole situation as it 
lies before us today. 

Now perhaps I have not made any really con- 
structive remarks and perhaps I should be cen- 
sured for some that I have made, but the thing 
| have tried to do is to make some of these 
knockers so mad that they will try to defend 
themselves. Then they’re hooked. There is no 
There can’t be any defense until, a 
better system is evolved. 


defense. 





SKULL FRACTURE, TWO CASES.* 
FE. S. Murpnuy, M. D., 
DIXON, ILLINOIS. 


The following is a report of two cases of skull 
fracture with. an unusually long interval after 
the aceident : 

Case 1. A retired farmer, aged 71 years, with 
: negative history. In a street accident he was 
thrown from his buggy, sustaining an injury to 
his left forehead and an abrasion of his right 
patellar region. The forehead presented a wound 
about an inch in length which bleed freely for 
the first ten or twelve hours following the acci- 
dent. The patient made a prompt and appar- 
ently uneventful recovery except that the knee 
caused him some slight discomfort. He attended 
t» his usual duties and recreations as before— 
frequently went fishing. 

About two months after the accident his wife 
noticed a gradual but progressive impairment of 
lis mental faculties. He did and said odd things. 
This progressed from a slight dragging of the 
right lower extremity to a complete right hemi- 

“Read before the Section on Surgery at the Seventieth 
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plegia and semi-coma during the following fort- 
night. 

Eighty-four days after the accident the writer 
was called in consultation with his physician and 
the examination and history suggested a lesion in 
the left Rolandic area. 

In accordance with the findings and history an 
operation was advised and accepted by the family 
but was postponed for three days in order that 
his son, residing in Kentucky, might be present. 

Eighty-seven days after the accident a left 
sub-temporal craniotomy was performed, reveal- 


ing a large hematoma which completely displaced 


about five-sixths of the entire left hemisphere. 

The subdural cavity was filled with gauze 36 
inches wide and 46 inches long to preyent damage 
to the tissue by a too sudden return of the blood 
after relief of pressure. 

The patient made a prompt and uneventful re- 
covery. He lived in good health eleven vears and 
died of broncho-pneumonia at the age of eighty- 
two years. 

Case 2. A laborer, aged 64 vears, with a neg- 
ative family and personal history, sustained an 
undepressed fracture of the skull by falling back- 
wards off a truck load of baled hay. After the 
accident the patient remained at home for one 
week but suffered from a constant headache. At 
the end of a week he returned to his usual occupa- 
tion—a laborer in a coal and lumber yard, which 
duties he discharged for another week. 

Fourteen days after the accident, while deliv- 
ering a load of coal, he was observed sitting on 
the street for one hour by a lady who finally 
inquired whether he was waiting for some one 
and he replied, “Yes, that he was waiting for 
some one to tell him where to put the coal.” A 
little later that day he fell over in a faint. His 
physician, Dr. Curtis E. Powell, was called and 
reported nothing remarkable in the case but the 
state of semi-forgetfulness. The following two 
days he was able to be up and about the house 
and ate his meals but with no idea of an adequate 
amount. Two days later his right arm and leg 
were paralyzed and he was only able to ask and 
answer questions in whispers. The next two days 
he was able to feed himself with his left hand, 
but after this he was unable to direct his hand 
to his mouth and it became necessary to feed him. 

Eighteen days after the accident and two days 
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after the onset of hemiplegia he presented com- 
plete aphasia. 

Twenty-nine days after the accident and fifteen 
days after the onset of hemiplegia he was ad- 
mitted to Shaw-Bethea 
Dixon, Illinois, and the examination revealed a 


Katherine Hospital, 


patient with aphasia and a right hemiplegia in 


fair physical condition. When requested to raise 
his left hand or put out his tongue, he did so at 
once. Pulse rate, eighty: respirations, eighteen 
to twenty ; temperature, normal; systolic pressure, 
140 mm.; diastolic, ninety. Cardiovascular find- 
ings were negative except a moderate arterial 
The pupils were equal in size and 

Dr. T. 
the fundal 
Reflexes, right knee and ankle jerks 
The 


occasional 


sclerosis, 
presented no abnormality. O,. Edgar, 
ophthalmologist, reported findings 
negative. 
exaggerated and Babinski present. urine 


contained trace of albumin and an 
hyaline cast. 
Diagnosis: The history of an injury and the 


clinical data suggested 4A probable traumatic 
lesion in the motor area of the left hemisphere 
and accordingly an exploratory operation was 
advised and accepted by the family. 

Operation: Thirty-one days after the accident 
an exploratory operation was performed by an 
osteoplastic resection of the left parietal region, 
revealing a subdural hematoma about the size of 
Was evacuated 


an orange of medium size. It 


through two small dural openings. The patient 
He has 


resumed his usual occupation as a laborer in a 


made a prompt and uneventful recovery. 


lumber and coal yard and the only difference 
that I have observed since the operation is in his 


blood pressure. It has risen from 140 to 165 mm, 


DISCUSSION 


Dr. Georce F. THompson (Chicago): Subdural 


hemorrhage may come from the longitudinal sinus 
or the lateral sinus, but in those 
of the extradural 


hemorrhage and the disturbance is more marked. 


cases progress 


symptoms is as rapid as an 
Longitudinal sinus is practically the 
little 

and a 


same as a 
meningeal hemorrhage, only a slower onset 

little different course of symptoms. But 
when we come to the subdural hemorrhage caused 
by laceration of the veins emptying into the lateral 
sinus, especially at the upper part of the cerebrum, 
we have a different matter. There a laceration of 
veins, which may be due to accident, compound 
puncture and stab wounds, ete., 
Or, on the other hand, it may be due, as 
apparently was the case here, to blunt force pro- 


fracture, to 
exists. 
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ducing a fissure, which may tear the veins, or a: 
action similar to that in which you have a ruptur 
of the middle meningeal without injury to th 
skull either on the same side or on the opposit: 
side. These veins, attached as they are to the 
longitudinal sinus which in turn is fixed in th 
dura and to the bone, and they being fixed mor: 
or less by fibrous tissue, tear readily, do not col- 
lapse and hemorrhage from them is slow. 

So, the whole series of symptoms that comes 
after those hemorrhages is characteristic, provided 
it is present in The patient manifests 
the disturbance of consciousness such as is found 
after any cerebral concussion, and then there is a 
free interval, and the free interval may last in this 
much longer than in the extradural 
hemorrhages. Cases have been reported where it 
has lasted twenty, thirty, forty days—these cases 
here, this one especially, about two months after 
the accident. You see, that would be about sixty, 
That is about the limit on it—I don’t know 
of any in the literature lasting over sixty days 
But once they begin to manifest these symptoms 
then the progress is more characteristic provided 
the onset is slow, the mental faculties are disturbed 
more and the focal symptoms are a little different 
than in extradural hemorrhage. 

Of course, in extradural hemorrhage, usually in 
the middle fossa, the arm center is the one that 


sequence. 


case 


days. 


is most frequently involved first, and then it ex- 
tends to the face very frequently. On the other 
hand, in the subdural hemorrhages, very frequent); 
the leg center is the first involved, it 
high up, and then gradually the others may |x 


one being 
involved, and sometimes you have a simple mono- 
plegia there of a leg; often it will extend only to 
the arm. 

With marked subdural hemorrhages, you get 
facial movement, and also what you do not get so 
frequently in extra dural hemorrhages, nerve 
lesions owing to the accumulation of a 
amount of blood at the base of the brain, because 
of the fact in an extradural hemorrhage there is a 
dissecting away of the dura; in a_ subdural 
hemorrhage, there is already a cavity there, the 


larger 


blood flows down that easily -and collects at the 


base of the brain, producing these symptoms. 

So that with such a variety of symptoms, slow 
onset, a free interval, and progress from the leg 
downward instead of from the arm, the diagnosis 
is plain. 

And _ then unilateral 
much more frequent in subdural hemorrhage than 
in the extradural hemorrhages. ‘Temperature 1s 
higher as a rule for some reason, so that with a 
clear case one can usually make a diagnosis. 

In the second case, you see the interval was 
shorter, fourteen days after the accident he was 
observed doing something peculiar, a couple o! 
days after that he was up and around. Eighteen 
to twenty days after the accident, his right arm 


you know convulsions are 
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and his right leg were paralyzed, and he had 
aphasia following that. He was operated on some 
thirty days or so after the accident. That was 
not as difficult to diagnose, but still a question of 
diagnosis did come in there. His pupils 
negative and he had a little albumin, etc. 

Operation there showed a subdural hemorrhage 
of considerable size, and he has recovered. 

Where you see these cases, the difficulty in 
diagnosis comes in in making a positive diagnosis 
even in view of the fact that you have an accident 
Neither of these accidents were of much 
magnitude. The first one was just a slight wound, 
as I take it, of the scalp. I don’t know that a 
skull fracture was discovered at that time. The 
other man did not have any evidence of skull 
fracture and none was discoverable. So that after 
a long interval of time we begin to get signs of a 
gradually progressing paralysis, localizing symp- 
Diagnosis there would rest between, for 
instance, in this old man, some form of intra- 
cranial cerebral circulatory disturbance, 
sclerosis, thrombosis, etc. 

\nd then, in the second place, one would have to 
consider the possible results of a hematoma of 
the dura so-called, after that length of time. You 
have a hemorrhage with your early symptoms. 
They may clear up, as you know, spontaneously, 
but inflammatory changes may occur, the prod- 
ucts of inflammation accumulating that may cause 
these troubles, that is, the localizing symptoms. 

Another cause or factor which would have to 
be eliminated would be the possibility of sec- 
ondary hemorrhage. After having had a partial 
organization of the clot for some time, a severe 
mental strain, anger or emotion or coughing, 
sneezing, etc., has been known to produce secon- 
dary hemorrhages in these primary traumatic 
hematomas. 

Another cause or factor would be the so-called 
secondary apoplexies of the brain, traumatic 
apoplexies, in which patients have frequently been 
operated on for supposed pressure symptoms with 
focal findings, extradural or subdural, as the case 
may be, with paralysis, increasing gradually and 
progressively, and nothing has been found in the 
way of an extravasation of blood above or below 
or inside or outside the dura. On autopsy, the 
findings have generally been minute punctate 
hemorrhages in the brain, especially in the floor of 
the fourth ventrical and in the medulla, some- 
times more gross lesions, and these explainable 
by the fact that one was primarily dealing not 
with a concussion of the brain nor a secondary 
hemorrhage from laceration of the vessels, but 
from a primaty contusion of the brain with more 
or less laceration and multiple symptoms. 

I think Dr. Murphy ought to be congratulated 
very highly on his successful diagnosis and treat- 
ment of both these cases. 


were 


before. 


toms. 


arterio- 
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COLON MALFUSION: SYMPTOMS, 
ALYSIS OF 100 CASES* 


AN- 


Rotanp Hazen, M. D., 
PARIS, ILL. 

With an experience of nearly 150 operations 
for the relief of disabilities due to colon mal- 
fusion, a considerable opportunity has been 
afforded to study the correlation between the 
pathological findings and their bearing upon the 
production of symptoms. The percentage figures 
quoted throughout this article are based upon 
the findings in the first 100 consecutive oper- 
ations, the principles and technic of which have 
been described. 

Colon Malfusion. 


the embryo, the colon becomes agglutinated and 


The process by which, in 


fixed in position, we speak of as fusion. 

When colon fusion is well done, so as to insure 
stability, all parts of the bowel, except the trans- 
verse colon and the sigmoid flexure, are uniformly 
and smoothly attached to the posterior abdominal 
wall in such a manner as to permit no undue lost 
motion or irregular strains. 

In malfusion, however, we are dealing with the 
badly fused colons. It is in these colons that we 
encounter; first, certain developmental bands, 
veils and adhesion strands, or hyperfusions which 
unduly bind the bowel; second, certain areas of 
loosely attached bowel, hypofusion, which permit 
of lost motion, sagging and ptosis. 

These hyperfusion bands, if unaccompanied by 
hypofusion sag, may exist without symptom pro- 
duction; for under these circumstances we do 
not have the play or lost motion which is requi- 
site to induce a tug or pull upon the bands. 

The traction upon these bands induces con- 
gestion and hyperplasia, resulting in their over- 
growth and their greater power to produce symp- 
toms, as time progresses. 

Hypofusion or ptosis, if not accompanied by 
hyperfusion bands, may likewise be unproductive 
of symptoms, for under these circumstances, the 
range of lost motion is not suddenly and locally 
restrained and therefore does not inflict trauma. 
Thus we explain the occurrence of marked ptosis 
of the colon without symptoms. 

Therefore, this underlying principle in the 
production of symptoms in the various types of 


colon malfusion, is dependent upon the coexist- 


*Read before the Illinois State Medical Soc., May 19, 1920. 
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ence of hyperfusion with hypofusion. This 
permits of lost motion, which is sharply limited 
by local pull or traction, which in turn inflicts 
damage at both ends of the restraining bands. 


Characteristic Symptoms. There are many in- 
correct diagnoses and operations performed for 
chronic appendicitis, ovary trouble, floating 
kidney, gall bladder disease and ulcer of the 
duodenum and stomach. After the operation, it 
is a great embarrassment to the physician to find 
that his patient has been in no way relieved. 
These cases, in our experience, are practically all 
cases of colon malfusion, in which the symptoms 
simulate those of the above diseases. Thirteen 
per cent. of our cases had such former operations, 
without relief. This is striking evidence of the 
necessity of a beter understanding of the path- 
ology and the clinical histories of this condition, 
and of the value of formulating, if possible, a 
definite clinical picture, which will be distinctly 
characteristic of these cases. 

We have found that there are definite and 
distinct symptoms, which we have come to regard 
as characteristic if not actually pathognomonic 
of this general condition, no matter which of the 
various types the apparent outstanding symptoms 
present. The profession has become so ac- 
customed to think of these colon disturbances of 
mechanical origin, in terms of stasis and in- 
testinal toxemia, that it overlooks the fact that 
these symptoms are merely some of the symptoms 
that are sometimes found as a result of malfusion. 

It is a well known fact that the junction of a 
fixed portion of intestine with that of a movable 
portion, is subject to symptoms due to traction. 
The well known examples of this are at the 
terminal ileum and the beginning of the sigmoid 
flexure. Less well known, though more potent in 
producing traction and therefore symptoms, are 
certain points in the course of the colon where 
bands of relative hyperfusion are encountered in 
association with hypofusion of adjacent segments. 
The points of special frequency for these hyper- 
fusions are as follows; the terminal ileum (6%) ; 
the meso appendix (29%); and cecum (4%) ; 
ascending colon (53%), varying here from 
slender ligamentous bands to broad veils; and 
most frequent of all, the hepatic flexure (67%), 
especially at its juncture with the transverse 
colon; the splenic flexure (22%); and the sig- 
moid flexure (3%). 
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When these formations which inhibit motion 
of the bowel are associated with adjacent mov- 
able parts, physical exertion or jolting will in 
duce traction strains which inflict a definite 
amount of trauma at both ends of the attach- 
ment. This results in the following eharacter- 
istic, clinical manifestions. 

1. Dragging Pains. These patients complain 
of a dragging sensation in the abdomen and the) 
show an involuntary tendency to place the hands 
on the abdomen, to steady and lift the bowels, 
which gives a certain degree of relief. Be it 
understood, that while the physician may at- 
tribute certain vague and ill defined symptoms 
to neurasthenia, dragging sensations are not to 
be regarded as evidence of neurasthenia, as they 
have a direct and taygible mechanical foundation 
for their presence, and they present one of the 
most characteristic ear marks, as a differential 
sign. 

2. Ezxertion Pains. Undue exertion, especi- 
ally associated with stooping over, lifting, sweep- 
ing, and reaching with the arms above the head, 
is productive of pain in the abdomen. The pain 
is sometimes sharp, like a stitch in the side, 
sometimes dull and sometimes is not noticed at 


the time of exertion, but follows, possibly noi 
until the next day, as a lame soreness which is 
also tender to the touch and unaccompanied |y 


fever. The patient does not always associate 
these attacks with exertion, but on careful inquiry 
by the physician, it will be found that the spells 
of soreness bear an invariable relation to such 
exertion. 


3. Jolting Pains. These patients are likewise 
distressed by the jolting, incident to riding over 
rough roads or on the street cars. They will 
often volunteer the information that they cannot 
stand riding in the train, as it produces soreness 
in the abdomen. One patient presented an in- 
teresting history of soreness in the abdomen on 
trying to sleep in a train, lying on her back. The 
wobbling of the abdomen due to the motion of 
the train, set up a very distressing tenderness; 
on changing her position, so as to lie on her face. 
and thus splinting and immobilizing the colon, 
the distress abated, and by morning she was re- 
stored to a fair degree of comfort. 

4. Posture Pains. The position of rest in bed 
is interesting and characteristic. It will be found 
on inquiry, that these patients have a favorite 
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position in bed usually on one side or the other, 
with the trunk and thighs flexed, because drag- 
ging or pulling pain is produced by lying in other 
Lying flat on the back is most often 
complained of, in which case elevating the arms 
over the head, further aggravates the distress. 
While this symptom is found less constantly than 
ihe above, when it is present, it is characteristic. 

Thus we have in these four types of pain, a 
group which is not encountered in other abdom- 
inal condition. They are almost constantly pres- 
ent in these malfusion and should be 
detected and their importance recognized by the 
physician, as they have direct pathological basis 
for their presence and the most important diag- 
nostic significance. 

Symptom Analysis in 100 Cases. In the con- 
secutive series of 100 cases, whose symptoms were 
sufficient to warrant operative relief, a great 
variety of conditions were encountered, varying 
from a mild case simulating appendicitis in an 
otherwise robust and formerly vigorous youth, to 
the most dejected picture of exhaustion and in- 
validism in the long standing case of viscerop- 
tosis. A more detailed perusal of our statistics 
cannot but be of interest. 

Age. The average age at time of operation 
was 2914 years; the largest number of patients 
appearing in the decade from 20 to 30 years of 
age; the youngest patient was 4 years and the 
oldest, 57 years. 

Weight. Ninety-four per cent. of these pa- 
tients were below their usual weight. Thus loss 
of weight is a very constant finding. The average 
loss was 131% lbs. 
of over 40 Ibs. 


ser. 


positions, 


cases, 


Six per cent. showed a loss 


While this condition is preeminently 
found in the female, it is by no means confined 
to this sex. Fourteen per cent. were males and 
86 per cent. females. When we further consider 
that 60 per cent. were married, and 40 per cent. 
unmarried, we will see that the formerly pre- 
vailing idea, that multiple pregnancies were the 
common cause of ptosis, is evidently incorrect. 
In only 2 per cent. of this series, did we regard 
the onset of symptoms as having directly resulted 
from pregnancies. Two per cent. acquired their 
symptoms from direct severe trauma; 96 per 
cent. were apparently true cases of unprovoked 
(evelopment of symptoms, due to congenital mal- 
fusion, Although it was not infrequent to find 
that the very first onset of disturbance was noted 


ROLAND HAZEN 


following an ordinary slight trauma, just as 
others started after some slight undue exertion. 

Duration. The average time since the appear- 
ance of the first symptom was 71% years. Aver- 
age duration of marked symptoms, 21% years. 
Average duration of actual incapacity, whereby 
the patients were regularly disabled from doing 
work for a definite percentage of time, 114 years. 
The average percentage of time lost during this 
114, years was 45.7 per cent. 

Onset. Contrary to the general impression, we 
find that the onset of symptoms occurs in youth 
and young adult life. The first symptoms ap- 
peared previous to the 20th year of age, in 48 per 
cent ; and previous to 30 years in 86 per cent. It 
is characteristic of these histories that the devel- 
opment of symptoms is gradual, appearing at first 
as but slight consciousness of distress in the ab- 
domen, which gradually and steadily increases 
until the patient is distinctly conscious that there 
is something definitely wrong. The onset was 
gradual in 92 per cent, while in 8 per cent it is 
classified as having come on suddenly. 

Individual Symptoms. It is evident, consider- 
ing the pathology, that our symptoms will be 


caused by one of the following factors: 
1. Mechanical: from traction strains, con- 


strictions, and angulation of the bowel. Second- 
ary to constrictions, an ultimate effect is toxemia 
from intestinal absorption or from bacterial infec- 
tion of eroded areas of the mucous membrane, 
forming a “Focal infection.” 

2. Refler: due to trauma inflicted by traction 
strains, inducing certain functional derange- 
ments both motor and secretory of the alimentary 
canal and bile passages. 

3. Circulatory: Considering the unfavorable 
conditions for proper circulation in prolapsed 
viscera, passive congestion or imperfect venus re- 
turn is a definite factor in the production of ali- 
mentary as well as general symptoms. The sal- 
low complexion, noted in 65 per cent of these 
cases, I-believe is not all due to intestinal toxemia. 
It is possibly, in part, hematogenous and cer- 
tainly in a large proportion of the cases it is due 
to interference with the biliary passages. 

4. Nervous: The insult to the sympathetie 
nervous system offers a broad field for further 
study. It results in neurasthenia and hyper- 
aesthesia. Traction upon the mesentery and in 
turn upon the solar p lexus, will not only produce 
disturbance in the motor, secretory, and circula- 
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tory balance of the viscera but it also has in all 
probability its most profound effect in inducing 
a state of continuous and progressive shock to the 
nerve cells which expresses itself in the form of 
fatigue. 


» 


> . a 
Stomach Symptoms. Nausea was present in 52 


per cent of the patients, recurring with exacer- 
hations following exertion. Distinct hunger pains 
were complained of in 3 per cent. These patients 
were relieved by taking food and complained most 
after exertion or jolting. Recurrent vomiting 
occurred in 29 per cent, and in 12 per cent of 
these it occurred in the most persistent form, 
actually endangering the life from starvation. 
This vomiting was characteristic, in that it oc- 
curred irrespective of the quality of the food 
taken, liquids and solids alike being rejected, and 
the absence of blood 
were precipitated by exertion or jolting and could 


These spells of vomiting 


only be controlled by complete rest in bed. Occa- 
sionally bromides were beneficial. When the at- 
tack subsided, the patient could almost imme- 
diately return to solid food without distress. 
Constipation. Contrary to the generally con- 
ceived importance of this symptom in this class 
of patients, our series showed very slight con- 
stipation in 45 per cent, moderate in 11 per cent. 
This, I would venture to say, is but little more 
than is usually found in any series of 100 in- 
dividuals. 
The number presenting marked constipa- 


There was no constipation in 17 per 
cent. 


hed 


tion was 27 per cent, or approximately one m 
every four cases, 
cent. This was evidently not a fermentation 
diarrhea, because it was a 
which was evidently due to atony that was found 


Diarrhea was present in 1 per 


constant symptom. 
in the longitudinal muscle bundles of the colon. 
Fatigue. This is one of the most characteristic 
and constant symptoms to be found in these cases, 
after the case has become established, and is often 
present for a long period as practically the only 
tangible symptom before other symptoms have 
developed. It was present in 94 per cent of our 
cases, in 31 per cent of which it consisted of a 
more or less profound state of exhaustion. This 
jmportant and constant symptom is readily ex- 
plained by the frequently repeated trauma of 
the traction strains, shock and exhaustion of the 
sympathetic nerve centers, and finally by toxemia. 
Neurasthenia. These patients are proverbially 
known to the practitioner as neurotics. In our 
series 70 per cent of the patients presented neu- 
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rasthenic symptoms. I find that there is mu 

uncertainty and confusion in the average medica! 
mind as to what is a neurasthenic symptom. 
Neurasthenia should not be confused with hy; 
teria. In the latter there must be the true stigma 
of suggestion in relation to the symptoms, where- 
as neurasthenia is really but another expression 
for nerve fatigue. Is not the tendency to belitt!> 
the symptoms which we conclude are simp! 

neurasthenic, in reality aften but a subterfuge to 
hide our ignorance; or, in other words, a veiled 
admission that there is an actual factor produc- 
tive of injury, which is just beyond our compre- 
l am 


sure that with our further understanding of tly 


hension or our ability with which to cope? 


principles herein described, we cannot help |ut 
feel a better respect and a closer understanding of 
neurasthenia as presented in this class of cases, 
The importance of neurasthenia as a differentia! 
sign is at least worthy of our respect. Psychas- 
thenia or the centering of the mind upon the 
symptoms with more or less erroneous and ob)- 
stinate conclusions by the patient is a somewhat 
different condition. This was present in 12 per 
cent of our cases. 


Pain. Pain is not usually of a pronounced 
tvpe, which at once distinguishes it from the coli 
In 8 per cent, 


however, it did present a more or less colicy type. 


of appendicitis or of gall stones. 


More characteristic, however, is the steady dull 
soreness or lameness complained of in 95 per 
with the attacks, 
above described, of more acute exacerbations as 
The fre- 


quency of these attacks averaged once a month. 


cent of the cases, associated 
reported in 44 per cent of these cases. 


The most characteristic, if not pathognomoni 
symptoms, referred to above, are the dragging 
pains in 96 per cent and the exertion and jolting 
pains in 95 per cent. 


Location, These pains are most common on 
the right side, extending up to the right flank 
and associated with backache in the region of the 
kidney. They are often described as running 
Usually 


the patient complains of one or more points of 


across the bowels and becoming general. 


vague persistent soreness with exacerbations !o- 
cated as follows: 


The pain Is 
not sharply localized as in appendicitis, but 1s 
more or less diffused and is usually a little high 
for the appendix, fever is absent and soreness 


Appendix Region, 92 per cent. 
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This is often erron- 
eously diagnosed chronic appendicitis. 

Right Flank, 95 per cent. Pain here is also 
diffuse, extending from the region of fhe ascend- 
ing colon backward to the lumbar and kidney 
These pains are not associated with ri- 


remains between attacks. 


regions. 
vidity, are usually accompanied by hyperesthesia 
of the skin and sometimes by a tumefaction of 
the cecum and ascending colon, simulating ap- 
pendix abscess. These masses are due to fecal 
accumulation and sometimes, I am convinced, 
simply to congestive thickening of the colon 
walls. 

Region of Gall Bladder and Pylorus, 68 per 
cent. At times these pains simulate true biliary 
colic, though not quite severe enough, and should 
also be differentiated from those of ulcer or can- 
cer. 

Left Flank and Splenic Region, 25 per cent. 
In this region the pains are usually more sharp, 
like a stitch in the side, although they often 
present the steady soreness in addition. 

General Pains Throughout the Abdomen, 70 
per cent. These appear only at the times of the 
exacerbations of the pains in the above regions 
At these 
times the entire abdomen becomes sensitive, so 
that the pressure of the clothing at the waist line 
or corsets cannot be tolerated. 


and seem to be an overflow from them. 


This is evidently 
a simple general hyperesthesia of the abdominal 
walls, 

CONCLUSIONS. 

Let us, therefore, consider the various anoma- 
lous positions of the colon and the various devel- 
opmental membranes, bands and veils associated 
with it, 
fundamental elements of the pathology of colon 
malfusion ; and the coexistent association of these 
two phases of malfusion, as being the requisite of 
symptom production. 

The characteristic points in the clinical history, 
which should serve to definitely distinguish the 
wlon malfusion case from those of other common 
abdominal conditions, are as follows: 

1. Gradual onset of indefinite abdominal dis- 
turbance. 

2. Fatigue, usually dating back to early adult 
age, with physical inefficiency and loss in weight. 
5. Pain, dragging in type, with more or less 
stealy soreness, which is aggravated by certain 
postures, and recurrent exacerbations which are 
definitely induced by exertion or jolting. 


ROLAND 


as the two extremes, constituting the , 
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DISCUSSION 


ABSTRACT 


Dr. Harger: I would like to ask Dr. Hazen what 


line of these cases. 


Noted the tendency in 
recent years to operate on patients who have neuras- 
thenia and hysteria for pain in the belly from any 
cause, without satisfactory results. 


treatment he uses in 


Dr. Grinstead (Cairo): 


He feared that if not carefully considered, this sort 
of paper will encourage useless and unsatisfactory 
abdominal surgery. 

He quoted the Philadelphia neurologist, Francis X. 
Dercum, to the effect that he rarely got a case of 
neurasthenia or hysteria lately that hadn’t had from 
one to four or five abdominal sections. 

Dr. C. U. Collins (Peoria) recalled a patient that 
gave very much the symptoms described in this paper 
a few years ago. The patient came into the hands 
of Dr. Hazen later, was restored to health, and is still 
well. 

He also admitted that he had operated on some 
colon cases and had not got the results that Dr. 
has. His personal experience leads him to 
let these patients alone, but he thinks that Dr. Hazen, 
after he has had three or four hundred nore, perhaps 
can tell us definitely just which patients to let alone 
and which patients to do operative work on. He also 
thinks Dr. Grinstead is right, that the rest of us had 
better let these cases alone until we know more about 
them. 


Hazen 


Dr. Harris (Chicago): Our idea of the normal 
colon is a condition which we formerly thought ought 
to exist, but which we rarely find. In other words, 
the mal-locations are much more frequent than are 
what we supposed to be the normal location. 

They certainly never cause symptoms in the great 
majority of the cases. Something else is the founda- 
tion of the symptons. 

An individual forty-five years of age had one of 
the worst malformations he had ever seen. Several 
inches of the lower end of the ileum had no mesentery 
at all. It lay directly in contact with the posterior 
and lateral abdominal wall and extended from the 
usual location of its terminus up along the outward 
posterior abdominal wall to the under surface of the 
liver, where it entered the colon which was also fixed 
in that location, and what we normally call the ascend- 
ing colon was a descending colon. It descended to 
the usual location of the cecum and then ascended 
again to the under strface of the liver, and both of 
these portions of the colon were adherent, firmly 
bound together and fixed to the posterior wall. 


Judging purely from the anatomical condition, this 
patient should have had symptoms, yet he never com- 
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plained of anything abnormal in his abdomen until 
he was forty-five years of age. Then he began to 
have symptoms. 

In these anomalies, so long as the intestinal wall 
has its muscular tone and continues to perform its 
function normally they will have no symptons. When 
the muscular tone begins to fail they begin to have 
symptoms. So that the anomaly is simply a pre- 
disposing condition, and on that predisposing condi- 
tion must be engrafted something else before the 
symptoms are conclusive. 

Another point is when -to decide that the symptoms 
are due to the local conditions entirely, which may be 
corrected by a surgical operation, and when the symp- 
toms are due to a condition of the nervous system as 
in the case of a neurasthenic. That is the mest diffi- 
cult of all to determine. It is common to find these 
neurasthenics, hysterics, operated on without any 
benefit, and that is so universally the rule that he does 
not operate on them unless the neurologist is perfectly 
satisfied that he should, and thinks there is some surg- 
ical condition which can be relieved. 


Dr. Roland Hazen (Paris, Ill.), believes that every 
case should have a thorough trial on medical treat- 
ment by such means as supports, calisthenics to im- 
prove muscular tone, and posture treatment, so as 
to tend to encourage the viscera to remain up, before 
resorting to surgery. . 

The idea in the mind of most practitioners is that 
colon cases are merely neurotics, and therefore non- 
surgical. There are other conditions in the abdomen 
which are undoubtedly surgical, where the outstanding 
symptoms are neurasthenic. 

We know that certain displaced uteri can exist 
without symptoms. On the other hand, if the ovary 
is behind the uterus with the uterus resting on 
the ovary, every motion of jolting, jogging, and exer- 
tion, causes nervous symptoms. Cause and effect are 
similar, and surgical relief is as rational for the 
colon sufferer as for the uterine. 

We have the toxic symptoms that Dr. Harris has 
spoken of, where there is atony of the intestinal walls, 
with bacterial invasion and toxemia. These are late 
or secondary manifestations and should not be con- 
fused with the characteristic symptoms, that will afford 
the early diagnosis and relief. 

Some of our patients have been diagnosed duodenal 
ulcer, or gastric ulcer, by eminent men, on account 
of the persistent vomiting and soreness. In one case, 
I tried my best to get the man to admit that riding 
in an automobile on the rough roads would bother his 
side, or that exertion, as wielding an axe, would bother 
his side. But he always answered, “No, when that 
pain is not there I can do anything; when it is there 
I am laid up; when it goes I am all right.” In this 
case, the characteristic symptoms were wanting, it 
was not a malfusion history, and it proved at operation 
to be a true duodenal ulcer. 

When you think of the colon being suspended by 
strands of fibrous fascicule running from the flank 
out to the posterior surface of the colon, it is not 
unlike the suspension of an individual lying in a 
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hammock. If the strands are all in good condition, 
the body is held comfortably, but firmly. If most 
of the strands are broken, it may become a distressing 
resting place. The support of the colon is similar 
If but a few strands are doing the work, there is sure 
to be trouble. If we can look upon this as a definite 
elementary principle in these cases, it is very eas) 
to form a mental picture of why that patient should 
be neurasthenic, and be disturbed by jolting or 
exertion. . , 

The principle of the operation we do is to simply 
bring the ascending colon and hepatic flexure back 
to the flank and, by suture of the mesocolon to the 
lumbar fascia, induce fusion in the region where fusion 
should have been. We do not remove the colon, 
but reconstruct its attachments by inducing the forma- 
tion of the new strands where the strands had not 
formed in the embryo. These patients are relieved 
of their pains and the neurasthenia disappears the 
same as in the case of operation for a displaced uterus. 
The more long standing the neurasthenia, the slower 
it is to go. Sometimes it will be a couple of years 
before the patients have regained full vigor and nerv- 
ous stability. 

It is with the hope of coming to some more definite 
knowledge on one point at a time in this vast sub- 
ject that I have confined this paper to the cause and 
the recognition of symptoms. 





SACRAL ANESTHESIA* 
IrvinG Perritt, 8. B., M. D. 
CHICAGO 

The laity as well as the medical profession 
now know the advantages of a local over a gen- 
eral anesthetic. This is apparent by patients ask- 
ing if they can be operated on under a local in- 
stead of a general anesthetic. Sacral anesthesia, 
or blocking of the sacral plexus, for operations 
about the rectum, perineum or pelvis, is becom- 
ing just as popular as local anesthesia for onera- 
tions in other regions of the body, i. e., hernia, 
appendicitis, and goiter. 

To obtain a perfect anesthesia by sacral injec- 
tion, one must have a thorough knowledge of the 
anatomy and malformations of the sacral region, 
considerable experience in passing the needle into 
the sacral canal, and one must know how to reg- 
ulate the amount of fluid injected. 

The sacral canal, extending from above down- 
ward and following the curve of the sacrum, is 
triangular in shape. At the lower end, for a dis- 
tance of an inch or more, the posterior wall of 
the sacrum is déficient. Normally the laminae 
of the fifth sacral segment do not coalesce dor- 
sally, thus leaving a gap (the hiatus sacralis) in 


*Read before Chicago Medical Society, April 1, 1920. 
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which the sacral canal is exposed. The lateral 
boundaries at the caudal end of the hiatus sacralis 
are the two small projections called the cornu 
sacrale. In thin subjects the outline of the entire 
hiatus sacralis can be felt very easily, but in the 
obese it is more difficult to locate. Usually the 
hiatus sacralis is triangular in shape and varies 
in size, the apex of the triangle being higher, as 
a rule, in the male than in the female. It is more 
or less completely closed by dense ligaments (Lig. 
Sacrococcygeum posterius profundum; lig. s. 
josterius superficiale). The small openings in 
ithe ligaments serve for the passage of the 
coceygeal nerves. 

‘The parts of the spinal cord extending into the 
sacral canal are known as cauda equina and filum 
terminale. At about the level of the second or 
third sacral vertebra the dura mater spinalis ends. 
From there on it forms a direct covering for the 
filum terminale known as the filum durae matris 
spinalis. The dura mater spinalis forms a sheath 
for the sacral nerves extending from the cord to 
the ganglia. From there to the intervertebral 
foramina it fuses with the other membranes of 
the cord forming a connective tissue sheath for 
the nerves. The intervertebral foramina are 
closed about the nerves by extensions from the 
periosteum. Throughout the sacral canal the 
dura mater spinalis and filum durae matris 
spinalis are separated from the periosteum of the 
sacrum by fat, connective tissue, venous plexus, 
and a system of lymph spaces, knewn as the 
cavum epidurale. It is into this cavum epidurale 
that the anesthetic fluid is to be injected for 
sacral anesthesia. 

Injections of colored solution into the cavum 
epidurale in fifty cadavers showed that the solu- 
tion bathed the sacral and coceygeal nerves, com- 
pletely filling the cavum epidurale and extend- 
ing upwards extra durally to different levels of 
the cord, according to the amount injected and 
the position of the pelvis. The injected fluid 
was found always extra dural, except in one in- 
stance in which the needle was inserted too high, 
penetrating the dural sac. Thompson in his exami- 
nation of thirty-three sacra reports that he found 
the average distance from the hiatus sacralis to 
the dura mater spinalis to be 5.8 cms, the short- 
est being 4 cms and the longest 7 cms. In two 
cadavers injected by the author the fluid did not 
bathe all the nerves, but was confined more or 
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less to one side of the epidural space, due to thin 
fibrous bands forming a partial septum in the 
cavum epidurale. 

Anomalies and deformities of the sacrum may 
exist, so that it may be difficult either to locate 
the hiatus sacralis or pass the needle into the 
canal. Occasionally the fourth as well as the 
fifth sacral laminae fail to coalesce, thus the 
hiatus sacralis extends much higher than it is 
normally. Through deficiency in the develop- 
ment of the laminae the sacral canal may be ex- 
posed throughout its entire length or to a greater 
extent than is normally the case. ‘Thompson 
states that only one out of thirty-three sacra had 
such a narrow canal as to be doubtful whether a 
needle could be passed along it. In his series of 
fifty cadavers the author had no difficulty in lo- 
cating the hiatus sacralis and passing the needle 
into the canal. Harris has had two cases in which 
it was impossible to find an opening into the 
canal. These cases give a history of injury to 


the sacral region in early adult life. 


Technique. The technique of injecting the 
sacral canal is the same as is used and described 
by Harris. The patient lies on the right side 
with the thighs well flexed, the upper or left thigh 
flexed more than the right. The surface over the 
sacral region and about the buttocks is cleaned 
with aleohol. The anatomic landmarks, such as 
the last sacral spine and the two cornu sacrale 
are located. The coccyx is moved backwards and 
forwards so as to locate the sacro-coccygeal joint. 
These landmarks form a triangular space of 
which the fourth sacral spine is the apex; the 
two cornu sacrale are the lateral boundaries, and 
the sacro-coccygeal joint is the base. By means 
of a small hypodermic, preliminary infiltration 
of the skin and subcutaneous tissues in this tri- 
angular space is made with a small amount of 
the anesthetic solution, so that there will be no 
pain on passing the larger needle. The larger 
needle ‘s 10 em in length, and is re-enforced with 
a stilet made of hard steel, to prevent the needle 
from breaking as it is pushed through the dense 
ligaments. The larger needle is held firmly in 
the left hand; the thumb pressing against the 
head of the stilet and the shaft of the needle 
supported by the index and second fingers of 
both hands. The point of the large needle is 
placed in the middle of this triangular space, the 
needle-point then being usually in the midline 
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of the body and about three-fourths of an inch 
While holding 
the needle at an angle of forty-five degrees with 


above the sacro-coccygeal joint. 


the surface of the body it is introduced through 
the injected skin, subcutaneous tissues and liga- 
ments down to the bony surface, varying the angle 
of the needle so that it will pass along the bony 
surface upwards and under the arch of the fourth 
sacral spine, which is the entrance to the sacral 
canal, The needle is now introduced into the 
canal until it meets bony resistance, this resist- 
ance being the posterior wall of the sacral canal 
as it bends forward with the curvature of the 
sacrum. If the needle enters the canal freely 
and then meets the resistance of the bony pos- 
terior wall as it is introduced further for a dis- 
tance of four or five cms, then one can feel sure 
The needle is 
withdrawn so that the point is about three ems 
within the canal. 


the needle has entered the canal. 


After the stilet is removed one 
should wait a few seconds to see that no blood 
or cerebro-spinal fluid escapes from the needle. 
If the point of the needle has penetrated one of 
the larger veins or entered the dura sac, then the 
needle-point should be changed to another loca- 
tion before injecting the anesthetic fluid. When 
the needle is in the proper place ten cc of the fluid 
The fluid should enter the 
canal without resistance. 


is introduced slowly. 
The needle is allowed 
to remain in place, and at the end of a few min- 
utes a test is made to see if there is any anesthe- 
sia, which begins at the place where the needle 
penetrated the skin, and extends slowly down- 
ward and forward. The test is made by using a 
sharp instrument, a needle, to prick the skin in 
the fold between the buttocks 
rectum. 


and about the 
If anesthesia is beginning to spread 
and forward, then it 
fluid was placed in the canal. The position of 
the needle-point is slightly changed so that the 
next injection of thirty to forty cc, depending 
upon the extent of anesthesia desired, may be 
deposited slowly in another part of the canal, 
thus insuring the fluid bathing both sides of the 
plexus. 


downward is certain the 


The needle is removed and the patient 
placed in the dorsal recumbent posture with a 


small pillow under the hips. In about fifteen to 
twenty minutes anesthesia is complete. 

In some cases thirty-five to forty ce was suf- 
ficient to produce complete other 
The area in- 
volved in complete anesthesia extends from the 


anesthesia ; 
cases required forty to fifty ce. 
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point of injection forward to the pubic region 
end laterally onto the buttocks and inner surface 
of the thighs, known as the saddle-shaped area. 
Any operation on the anal canal and lower rec- 
tum, perineum, vagina, vulva, urethra, cervix, 
prostrate, bladder (cystotomies supra-pubic with 
infiltration of the abdominal wall) may be per- 
formed without any pain. 

The author uses a solution similar 
to that used by Harris; namely, a 1 per cent so- 
lution of either Novocain (Procain) or Apothe- 
sine, to which is added a 2 per cent solution of 
calcium chloride and magnesium chloride. Dis- 
tilled water which has just been sterilized by 
When the 
drug crystals have been added the solution is 
allowed to boil for three minutes. When the 
solution has cooled below 160 degrees Fahr., one 
gram of chlorbutanol is added to every 100 ce of 
the solution. A 2 per cent solution of the calcium 
chloride and a 2 per cent solution of magnesium 
chloride in distilled water are made and sterilized, 
then the chlorbutanol (one gram to every 100 cc) 
is added as in the Apothesine or Procain solu- 
tion. The solutions are kept separate and mixed 
in the following manner just before using: ‘To 
three parts of the Apothesine solution (or Pro- 
cain solution) add one part calcium ¢hloride so- 
lution and one-half part magnesium chloride so- 
lution. To every ninety ce of this mixture add 
six drops of adrenalin (fresh adrenalin solution 
1 to 1000). 

Complete anesthesia should be obtained before 
operating. When the sensibility of the skin and 
the sense of pain in the muscles have disappeared, 
then anesthesia is complete. Dilatation of thie 
sphincter of the rectum will be painful and the 
relaxation 


Solution. 


boiling is used to make the solutions. 


unsatisfactory unless anesthesia is 
complete. Sense of pain in muscles disappears 
shortly after all sensibility of the skin is lost. 
The operator should treat the tissues with the 
greatest care possible. Anesthesia lasts from two 
to three hours, and as the patient is not suffer- 
ing from any pain and is perfectly comfortable 
without being under the influence of any drug. 
the operator need be concerned only witli the 
operation. The author, while at a base hos- 
pital, was operating on a soldier for hemorrhoids, 
the type best treated with the clamp and cautery. 
The patient was in the lithotomy position—feet 
held up with stirrups. Seeing the smoke from 
the cauterization ascending between his legs, he 
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said: “Say, Doc, if I am smoking at that end 
of my body, why can’t I smoke at this end?” It 
ic very common for patients to make remarks 
during their operations, which show that they 
are free from pain and under no nervous strain. 
Under this method the mind remains clear. 
Sacral anesthesia has not only been a great help 
in surgery, but has been a help and a great blessing 
in obstetrics. The author has used sacral anes- 
thesia in a number of such cases, both normal 
confinements and in confinements with compli- 
cations. In August, 1914, the author was called 
by an obstetrician to block the sacral plexus of 
« patient who was in labor and was suffering 
from pulmonary tuberculosis. The patient had 
heen in labor for some time without making any 
Forty-five ce of a 0.75 per cent solu- 
tion of novocain was injected into the sacral 


progress, 
canal. Anesthesia was complete in twenty-five 

The uterine contractions 
hut the patient suffered no pain. 


continued, 
The advance- 
ment of the head could be felt with the exam- 
ining hand at each uterine contraction. The ob- 
stetrician applied forceps and delivery was af- 
fected without any pain except for the temporary 
ciscomfort caused by the pulling with the forceps. 
An extensive laceration of the perineum resulted, 
which was repaired completely immediately after 
birth, without any evidence of pain. The pulse 
was ninety-four per and respiration 
twenty per minute before the sacral injection. 
Following the delivery and repair of the perineum 
the pulse was eighty-eight per minute and respi- 
rations twenty per minute. The pulse remained 
at eighty-eight for thirteen hours, then lowered 
to seventy-two per minute. lasted 
three and one-half hours. There were no after- 
effects from the anesthetic. The mother and baby 
are living today, and the mother is still being 
treated for t. b. at the dispensary. 


minutes, 


minute 


Anesthesia 


The author does not know of any contra-indi- 
Deformi- 
ties or anomalies of the sacrum, and adiposity 
make it very difficult or even impossible at times 
to locate the hiatus sacralis, but if the needle is 
in the sacral canal and the proper amount of 
fluid is injected, anesthesia follows. 


cations to the use of sacral anesthesia. 


Cases with 
functional or organic nervous diseases have been 
operated on under this method without any trou- 


lle or after-effegts. No previous medication, 


such as hypodermic of morphin or any hypnotic 
(rug is given. The presence of consciousness has 
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proved to be a great advantage rather than a dis- 
advantage. 

In ninety-two cases operated on under this 
method by the author there were no after-effects 
from the anesthesia. At the time of injection 
several patients became alarmed and thought 
they were going to faint, but this feeling lasted 
only a few minutes. It was not an uncommon 
affair to hear soldiers who had been operated on 
for hemorrhoids tell new arrivals in the hospital 
that they need not be afraid, “for the surgeon 
cuts vour hemorrhoids out without putting vou 
to sleep.” It is a great advantage to patients to 
be operated on under this method, which is de- 
void of the dangerous and unpleasant complica- 
tions which so frequently follow the use of a 
general anesthetic. 
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THE MALINGERER AS A MEDICAL AND 

MEDICO LEGAL PROBLEM. 

Wa. O. Kroun, M. D. 
CHICAGO, 

Malingerers, like the poor, are always with us. 
In the general practice of medicine in civil life 
there has been relatively little inclination on the 
part of the average medical man to give the sub- 
ject of malingering serious consideration. It is 
1 side issue—and not a worthwhile proposition 
unless it happens in connection with some liti- 
gated personal injury claim, or other medico- 
legal case, at bar. In some such instances the 
question of malingering becomes paramount. 

To the army medical man, however, the ma- 
lingerer early became a vital problem. In the 
study and solution of this problem there was re- 
wuired just as much scientific achievement, and 
just as much professional acumen is needed, as 
in the diagnosis of disease. In ferreting out the 
malingerer, the medical man, if he would un- 
mask the feigning of disease, must be familiar 
with the real disorders of mind and body and all 
their aberrant manifestations. Not only has he 
to differentiate the organic from the functional 
disease—but there is still the more difficult prob- 
lem of differentiating the functional disorder 
For if it was diffi- 
some cases to affirm that the soldier or 
was really and truly ill, and taxed our 
scientific knowledge to classify his ailment prop- 


from a simulated disability. 
cult in 
recruit 


*Read before Chicago Medical Society, April 1, 1920 
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erly and diagnose it accurately, how infinitely 
more difficult was it to establish that he was not 
only not ill, but malinging. Moreover, in risking 
the latter diagnosis, if perchance it proved incor- 
rect, the medical officer not only brought oppro- 
brium upon himself, but also cast a slur upon 
the recruit or soldier whose moral character was 
thus unjustly assailed. 

Following the Surgeon General’s office maling- 
erers can be divided into two great groups: 

1. “Those who allege, counterfeit, exagger- 
ate, create or conceal disease with full knowledge, 
intent and responsibility.” 

2. “Those constitutionally inferior individ- 
uals who, throughout their lives, have never been 
able to meet disagreeable conditions—without 
complaint, ruse, deceit or evasion.” 

The second group contains the largernumber. 

The aspect of malingering has been greatly 
changed by the progress of medicine itself. Be- 
cause of the greater difficulty in “putting it 
over,” the number in group one has been greatly 
decreased. 

The chief service of the medical officer in 
reference to malingering was in most cases to 
determine the underlying degree of constitu- 
tional inferiority and to frame recommendations 
so as to ascertain whether this or that malingerer 
with his especial phase of defectiveness is of the 
stuff of which soldiers are made. The maling- 
erers that came to our immediate notice were of 
two great types, roughly designated by Colonel 
Pearce Bailey, for convenience sake, as the “coun- 
try type” and the “city type.” 

By the country type were meant those who ma- 
lingered so clumsily and awkwardly that the 
speciousness of their claims of disease or defect 
were at once apparent to the medical officer. 
Their claims were grotesquely insupportable, 
though made with greatest seriousness. 

The so-called city malingerer is more astute. 
He may have attended medical college clinics as 
an out patient or may have been an habitue of 
dispensaries to such an extent that he has be- 
come familiar with a form of medical jargon and 
he also makes his complaints less specific. The 
less specific a complaint is, when made to us by 
2 malingerer, the greater is the difficulty in meet- 
ing the individual problem in his case. 

The frequent contact in army camp and hos- 
pital with conspicuous examples of this sophis- 
ticated type of malingerer has been of untold 
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service in dealing with the occasional malingerers 
one meets with in personal injury, criminal and 
other medico-legal cases. 

As in army experience so in civil life, the for- 
eign born resorts to malingering more frequently 
than does the native born American. The pro- 
portion is about five to one. This goes hand in 
hand with the finding that constitutional in- 
feriority is likewise more prevalent among the 
foreign born. The recruit of Italian birth or 
descent was by far the most successful of all ma- 
lingerers. The same holds true in civil life. My) 
experience with individuals confined in the county 
jail and awaiting trial, who feign insanity as a 
defense, is that the Italians, especially the Sicil- 
ians, are the most persistent and the most dif- 
ficult of detection in their malingering, and their 
type of alleged insanity is always one of the 
bizarre forms. The Italian makes hard work of 
it, but he sticks to feigned insanity with a per- 
sistence worthy of a better cause. Those of other 
nationalities give up much more readily. The 
Irishman who feigns insanity usually gives up 
in less than twenty-four hours, and his assumed 
insanity has not the slightest semblance to logi- 
cal structure. Detection of malingering in his 
case is palpably very easy. 


Little malingering to escape service was found 
among Northern negroes, and what was found 
among negroes of the South usually disappeared 
after their uniforms and rations were issued to 
them. Most of the malingering among the ne- 
groes in camp was for the purpose of evading 
some particular duty, rather than to escape mili- 


tary service in general. To the credit of the 
Negro soldier, it must also be stated that few, if 
any, on discharge from service, resorted to ma- 
lingering to raise their compensation for injuries 
or increase the benefits to be received from war 
risk insurance or for rehabilitation. 

It is but fair to say that in the earlier stages 
of the mobilization of our armies gross ignor- 
ance was responsible for much malingering. 
Many from the remote districts within their nar- 
row circle of activity did not know why or whom 
we were fighting, nor did some of them know 
war was actually going on. Under such circum- 
stances they apparently resented being taken out 
of the hum-drum of their simple life to be thrust 
into an army which in their ignorance they re- 
garded as a sort of punitive institution, and quite 
naturally resorted to such measures as their prim- 
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itive minds could devise to escape service—to rid 
themselves of a new and somewhat distressing 
situation. It was distinctly a defense reaction. 
There also would probably have been fewer ma- 
iingerers of this class were the army to be en- 
gaged in fighting wholly within the confines of 
our own country, rather than entirely overseas. 
Another fruitful source of malingerers was that 
rot inconsiderable social group that are constitu- 
tional evaders. Evasion has become a habit of 
life with them. They slink from any call in their 
own community life. They shirk any responsi- 
bility placed upon them. To them, in their en- 
tire career, duty has never made any successful 
appeal in either private life or community life. 
They are ever ready with excuses for not doing 
their duty in the world. They are social vagrants. 
They are of the stuff, regardless of social status, 
of which malingerers are made. 

Mental Types of Individuals Who Malinger. 

Most authorities divide malingerers, on the 
hasis of mental types, into four great groups: 

1. Those of normal mentality. 

2. The degenerate. 

3. The hysterical. 

4. The weak-minded, or insane. 
The malingerer of normal mentality is nothing 
hut an ordinary commonplace faker. He may 
be an habitual shammer—as a boy, he shammed a 
headache or stomach-ache to get out of going to 
school, as a man he feigns illness in order to 
evade ordinary responsibilities of citizenship, so 
as a soldier he alleged illness to avoid drill or 
hike. But strange to say, malingerers of sound 
mind are as a rule the easiest to detect, for thev 
are so clumsy and unskillful in their efforts at 
deceit. They always lack tenacity in their effort 
to play the role of a cheat. In the man of sound 
mind, simulation is irksome—-it soon becomes the 
hardest kind of work. Therefore, with them ma- 
lingering is short-lived. It is not the result of 
an ingrained or inborn mental twist, a proclivity 
to deceit, but is undertaken for some more or 
less temporary advantage. The sound-minded 
malingerer always gives up immediately when 
detected, or as soon as his object is attained. He 
frankly confesses the game he tried to play, and 
usually seeks to square himself. 

The degenerate who malingerers is of an en- 
tirely different species. Though most frequently 
found in jails and prisons, he was also found in 
army camps. With him feigning disease in the 
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army was but a part of his general scheme to 
revolt against law and order, no matter where 
he runs up against them. Contrasted with the 
malingerer of sound mind, he differs materially 
in at least two respects. Instead of simulating 
an isolated symptom, as does the sane malingerer, 
he is more apt to simulate a disease, and he gen- 
erally selects something with very striking mani- 
festations, such as epilepsy or paralysis. Also, 
he is not an evanescent short-lived malingerer. 
He sticks. He constantly, in season and out of 
season, exhibits persistence, duplicity, and fer- 
tility of resource. With him malingering is a 
well-conceived scheme adhered to at any and all 
cost. Once committed to a plan of action, he fol- 
lows it out to the end, without contradicting him- 
self or falling into the traps we set for him. If 
he is feigning epilepsy he will, without flinching, 
permit one to knuckle his ribs, thrust knife points 
under his nails or blow irritating powders into 
his eyes. This class of malingerer is the hardest 
nut we have to crack, and detection is only 
achieved by prolonged, continuous, skillful ob- 
servation. 

The hysterical malingerer is a much easier 
problem than the degenerate malingerer. He 
may be as obstinate as the degenerate, but is less 
consistent, is more susceptible to suggestion, and 
lis complaints vary greatly from day to day. 
Their malingering consists chiefly in exaggerating 
minor symptoms, very inconsequential in and of 
themselves, rather than in making a train of 
symptoms entirely out of whole cloth. 

The insane or weak-minded malingerer needs 
no special consideration here. 

Classes of Disease Usually Simulated. 

In malingering, as in most anything else, the 
style changes. Miedical science has progressed ; 
likewise the fine art of malingering has not stood 
still. Health columns in the daily papers, with 
the lists of symptoms of various diseases, the 
easy access of metropolitan clinics, the alleged 
popular treatises on medical subjects give the 
avowed malingerer an opportunity to more or 
less successfully coach himself in the practice of 
his wiles. In the British army it has been found 
that the veteran soldier sometimes instructs the 
recruit how to outwit the doctor, and in one re- 
cent instance written instructions—a sort of 
handbook of recipes—was discovered. The most 
frequently employed recipe in this collection 
seemed to be the one dealing with “pain in the 
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back.” 


vice, “say it’s your back; the doctors can never 


“When you get hurt,” reads the sage ad- 
get around your back.” Likewise in personal in- 
jury claims before civil courts, industrial boards, 
accident insurance companies, pension authori- 
ties and other tribunals, “pain in the back,” “ro- 
tated vertebrae,” and the like, are frequently the 
conspicuous elements in “framed-up” pleas for 
compensation. 

Those disorders which are largely subjective in 
character are most in demand, because they are 
most easily simulated and hardest to detect. That 
is the reason for our experience during mobiliza- 
tion that malingerers met with had a_ special 
fancy for “nerve trouble’—neuralgias, sciaticas, 
lumbago, while “nervous shock” is a phrase they 
to offer the 
reigning of deafness and blindness are extremely 


dearly loved medical examiner. 
common, because they do not demand such ex- 
treme vigilance or such hard work on the part 
of the malinger, as do paralyses or contractures. 
For the same reason melancholia is apparently 
more popular with the malingerer in our jails 
than is acute mania. 

You are familiar with the report from the 
Surgeon General’s office as to the order of fre- 
quency of the clinical types of malingering. 1 
will not discuss that report here, other than to 
recall that, based upon the returns from canton- 
ments, recruit depot posts, as well as the United 
States General Hospitals, the most frequently 
feigned conditions are first of all Disturbances of 
Next 
Hearing, and then in turn, 


Disturbances of 
Medical, 
General Surgical, Nervous and Mental, Ficti- 


Vision. comes alleged 


General 


tious condition (such as jaundice produced by 
ingesting small doses of picric acid) and finally, 
PRed-wetting. 

Of any single test in detecting alleged dis- 
turbances of vision in malingerers, I have found 
the Helmholtz malingering test of greatest value 
"nh army camp and hospital, just as I have in civil 
Recently in a $50,000 suit in 
the Cook County Circuit Court, where loss of 


court procedure, 


vision in one eye was among the injuries claimed 
by a malingering plaintiff and his lawyer, I was 
able, by means of the Helmholtz device, to demon- 
strate clearly and positively to the judge and jury 
that vision was absolutely normal in both eyes. 

Since deceit is the underlying motive in all 
malingering, every word uttered and every act 
performed in your presence is indulged in for the 
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one great purpose of producing in your mind a 


g 
false conviction. Does he by any mannerism re- 
What is the basis of your 


intuition that the civil or military patient before 


veal this purpose? 


vou is a malingerer ? 

There is usually something in the facial ex- 
pression that gives him away. This something 
is generally in and about the eyes. They, mor 
than any other feature of the face, reveal to the 
medical observer the foxiness, the slyness, the 
cunning, the craft of the malingerer’s deceit. 
This is always true if he is self-conscious in his 
malingering. Being uneasy and fearful of de- 
tection, his unrest discloses itself in the shifting 


vlance of the eye, the frequent sidewise furtive 


leok about the room through drooping lids. In- 
tense scrutiny on your part disconcerts him, and 
if he feels he is discovered, to cover up his con- 
fusion, he will avert his face. 

Much the 


which he carries himself; his demeanor and de- 


can be gathered from manner in 
portment on entering vour presence is indeed a 
valuable sign. This, with his gait and station, 
should be carefully noted. Very often his ae- 
tions are inconsistent with his subjective com 
plaints. If he can be observed without his know- 
ing it for the time being, so much the better. 
The most marked tendency of the malingerer 
is his constant endeavor to over-act his part. As 
some one has said, “He sees less than the blind, 
he hears less than the deaf, he is more crippled 
than the true paralytic.” Like all deceivers, h 
needs most of all a good memory, but the very 
process of deception destroys memory power. His 
memory has been so abused by trying to retain 
fictitious ideas—things that never happened 
that in time, what was originally a good mem- 
ory, ceases to be trustworthy—is destroyed and 
fails at critical stages. Carefully observed dur 
ing the removal of his clothing and in othe 
nreparations for the examination there is almost 
hound to appear some discrepancy between his 
complaint and his behavior. It is indeed rare 
that prolonged observation does not reveal some 
inconsistency, some contradiction, some act of 
omission or commission that points to fraud. 
Time is on the side of the medical examiner, so 
the more protracted the examination, the more 
prolonged the observation, the more certain is the 
As Shakespeare puts it in “King Lear,” 


shall plighted 


result. 
“Time 


hides.” 


unfold what cunning 
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Again, as compared with the really sick indi- 
vidual, the malingerer deals more in glittering 


generalities in the statement of his complaints 


| 
i 


f it be pain of which he complains it is usually 
diffuse and poorly localized. On one point he 


The 


not only is it severe, but 


persists and sticks most tenaciously, viz.: 
pain is most intense 


never remits, and has not been influenced by 


Now that 


ew diseases in which pain is constant, unremit- 


treatment. we all know there are a 


ting. Pain almost never occurs without exacer- 
ations and remission—there are always times of 
-urcease and yielding to treatment. The honest 
atient’s account fits in with the natural habits 
of the disease, he has good periods and bad spells, 
But the 


nalingerer goes on with a monotonous .sameness, 


one day he is better, another day worse, 


repeating the same old jargon of complaints and 
-ymptoms—never better, always worse, and no 
treatment ever alleviates, and, to make his story 
stronger, will even effect symptoms entirely for- 
cign to the disease of which he claims to be the 
ictim, 

It may be necessary to caution ourselves as to 
the manner in which we approach the suspected 
malingerer. If we begin by being rough or 
It is the 
isiness to allay suspicion and not to excite it. 


brusque we defeat ourselves. eXaminer’s 
While the examiner may glean something from 
ithe face of the claimant, he must be careful that 
is own countenance does not betray his sus- 
cion. The face of the examiner should be as 
mpassive as possible, for while he is observing, 

is also being observed. 

All physical examinations should be complete 
ind thorough, for malingering and true disease 
av often co-exist. One who assumes a neural- 
sia, or a wandering, indefinite, unlocalizable pain 
may perchance have also some form of real gastro- 
It would 
nothing short of calamity, if after satisfac- 


enteric disease or a true cardiac lesion. 


torily demonstrating the baselessness of the pain 

complained of, one proceeds to deal with him ac- 
rdingly as a malingerer pure and simple with- 
it having detected an organic disease that really 
nfits. 

One of the most practical points of difference 
etween hysteria and malingering I have found 
to be, that the hysteric always welcomes exami- 
The ef- 
suggestion is another point of differentia- 
Since hysterical manifestations, whether 


nation, while the malingerer dreads it. 
ect of 


tion, 
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sensory or motor, are aroused by suggestion, they 
can, in the main, be cured by suggestion. I also 
found in United States General Hospital No. 30 
at Plattsburg that on the wards vou could gain 
the confidence of the hy steria patients, and they, 
without exception, expressed a desire to be cured. 
rhe opposite seemed to be true of the malingerer. 
| cannot agree with those who state, that what 
ome describe as malingering and others as hys- 

teria, are one and the same thing, the difference 

heing only one of viewpoint, 

It is readily apparent that malingering does 
not lend itself to as close analvsis as does disease 
of 
of 
There 


of more definite svmptomatology. Groups 


cases do not present sharply defined lines 


cleavage or distinctness of demarcation. 


are no “cardinal symptoms” in malingering. 
There is no uniformity in kind other than in the 
general underlying substrate which reveals vary- 
ng degrees of inferiority in tmdividual cases. 
This very indefiniteness and overlapping make de- 
difficult. But I believe that 


the following, among others, are some conclu- 


ductions extremely 


sions that are justified from even this brief and 
somewhat general presentation. 

1. Malingering is a form of mental reaction 
exhibited chiefly by those of inferior mental 
inake-up. 

2. Our problem is to determine the degree 
of mental inferiority as in any other mental case. 
We have not accomplished our purpose as medi- 
cal men if we only go far enough to satisfy our- 
selves of the truth or falsity of the complaints 
without diagnosing the patient’s mental capacity 
end stability. 

3. Many individuals are so poorly organized 
mentally that under stress they sink to a mental 
level lower than that which they customarily oe- 


cupy in the uneventful routine course of their 


lives. Having sunk to this level through stress, 
they resort to means of defense characteristic of 
that lower level. 

!. Recognition of malingering in a definite 
case is not so much a problem of detection as it 
This re- 
quires accuracy in diagnosis, knowledge of hu- 


is of understanding the individual. 
man nature, thorough comprehension of the facts 
and forces that have been operating in a given 
individual’s.life prior to the examination. 

5. The greatest caution should be exercised 
in pronouncing any given individual a maling- 
crer. 
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Editorial 


WHY STUDY MEDICINE? 

At present there is a widespread agitation for 
letting down the bars for medical education. 
There is also being propagandized a studied 
scheme on the part of several extra health agen- 
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cies seeking to obtain circuitously what they can- 
not obtain legally, namely, the authority to prac- 
tice universal first aid, includes minor 
surgery and really the general practice of medi- 
cine on the ground that it would supplement the 
work of the physicians and take from them the 
burden of caring for unimportant injuries and 
looking after the sick, so as to release the physi- 
cian’s services for more serious cases. 

We admit that the present-day standards of 
pre-medical education has lengthened the time 
and increased the cost of medical training, thus 
curtailing to a large extent the yearly attendance 
at the medical colleges. In 1904 there were 28,- 
142 students attending the various medical col- 
leges of the United States, this being the largest 
number in any year during the period of 1880- 
1919. The total number of medical students in 
the schools for the year ending June, 1919, ex- 
cluding pre-medical, special and post-graduate 
students, was 13,052. There was a decrease in 
1919 of 578 below that of 1918. 

The high standard of efficiency established 
through the reclassification of medical colleges 
has caused the closing of many of the smaller and 
more poorly equipped ones. In 1906 there were 
162 medical colleges in the United States; in 
1919 there were only eighty-five recognized medi- 
In 1903 there were 5,698 graduates 
{from all medical colleges, one graduate for ever\ 
14,020 of population. This number has gradu- 
ally declined, in spite of the increase in popula- 
tion, until in 1919 there were only 2,656 gradu- 
ates, a decrease of fourteen below that of 1918— 
one graduate for each 40,230 people. 

While the population of the country is increas- 
ing and the number of medical students as it has 
been shown is decreasing at a disproportionate 
rate, nevertheless as we have shown in the Novem- 
ber, 1919, issue of the ILtinots MepicaL Jovr- 
NAL, there has been a material decrease in the 
amount of disability in this country and that 
because of this fact there has been a material 
decrease in the demand of physicians. 

Here are a few of many diseases and conditions 
that might be enumerated and as showing a de- 
crease in morbidity and a lessening demand for 
medical men: 

Diphtheria antitoxin has materially reduced sick- 
ness and mortality. 

Typhoid fever, which was at one time a scourge, 
has reached the vanishing point. 


which 


eal colleges. 
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Destruction of the mosquito has prevented malaria 
and yellow fever. 


The control of plague js now an accomplished fact. 


Improvement in the milk and water supply of cities 
has materially reduced morbidity from intestinal dis- 
eases. 

By early recognition and hospitalization, tubercu- 
losis morbidity is being materially reduced, due to the 
world-wide campaign of prevention. 


Hookworm disease is now readily eurable. 


Puerperal fever is today as rare as it was formerly 
common. 

Typhus fever no longer exists in America. 

Scientific midwifery by dispensary physicians teach- 
ing dependence on state support. 


Visiting nurses for ordinary sickness, thus helping 
families to self-medication. 


Tenement house inspection, preventing diseases due 
to overcrowding. 


The Pure Food and Drug Law. 

School inspection, helping to eliminate infection. 

The regulation and suppression of alcohol con- 
sumption. 

The fashion for fresh air and outdoor sleeping. 

The disposition to work along lines of prevention 
rather than cure. 

Another factor is, that the economic side of 
medicine has reached the lowest ebb in the world’s 
history. The situation has grown so serious that 
young men cannot afford to take up the study of 
medicine in view of the fact that the commercial 
world is much more alluring and is much more 
remunerative even after a doctor has spent an 
ordinary lifetime to equip himself for medical 
practice. 

On any street corner or any public place you 
can hear young men ask each other what is the 
use of struggling through ‘school to fit vourself 
for a profession when you can get bigger wages 
in many forms of inexpert labor than the aver- 
ase professional income. 

It has been authoritatively stated that the 
average annual income of the physicians of the 
United States is $750. Let us be liberal and say 
three times seven fifty or $2,250. 
ing upon this we would like to ask what is the 
use of equipping oneself in order to follow a pro- 
fession where the income derived from following 
the same is materially less than the day labor 
wages of non-skilled workmen. 

In Chicago carpenters are making five or six 
thousand dollars a year; bricklayers the same, ice 
cream delivery men forty-five hundred, and there 
are large groups of unskilled workers who are 
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making over three thousand a vear and are asking 
more, All this with an eight-hour day, five and 
a half days a week ; while the physician in general 
practice is on call night and day, 365 days in the 
year. 

Milk drivers in Chicago receive a guaranteed 
wage of thirty-five dollars a week or $1,825 a 
year with commissions running this wage up to 
sixty or sixty-five dollars a week or thirty-three 
hundred dollars per annum. 


No education and 
little brains required ; no pre-medical and medical 
education to slave for. No preliminary outlay or 


expenditure of ten thousand dollars for an educa- 
tion, to say nothing of the loss of the money 
($1,800 to $3,000 per year) that could be earned 
between grammar school graduation [at thirteen 
or fourteen] and twenty-eight years of age, the 
minimum age when a boy can be equipped to 
practice medicine. 

A discouraging sign of the times is that every 
time a physician speaks of the monetary side of 
his profession some sapient moralist finds it con- 
venient to give out an interview (which is usually 
heralded with loud acclaim) to the effect that 
the practice of medicine is not a money-making 
profession, and that the doctor must not commer- 
cialize his calling. 

The remark is true, and yet superfluous; no 
physician has any illusions about the money- 
making possibilities of his calling, for the com- 
munity pays considerably less on the average to 
the physician who cares for its children and other 
sick and disabled population then it does to the 
men who deliver its milk supply. Under present 
conditions no youth with financial aspirations 
would attempt to fit himself for the practice of 
medicine if he could get a chance to lay brick 
while the plumber, the moulder and the skilled 
workmen in Henry Ford’s Tin Lizzie factory get 
wages that would make the average physician 
green with envy. 

A fact overlooked by the dream book moralist 
and strange as it may seem to them, most doc- 
tors, the same as other natural beings, marry and 
become fathers of families. As such they should, 
end will, feel a certain responsibility for the care 
and upbringing of their children. When they 
are confronted with the choice between starvation 
incomes in the practice of medicine and liberal 
incomes in commercial work, the prospective 
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wife and kiddies become a most potent factor in 
discouraging youth from the study of medicine 
The prospective doctor will ask himself: “Have 
I any right to deprive my family of the advan- 
tuges which a decent income would bring?” and 
the answer to such is not hard to get. Medicine 
should not have to compete with the commercial 
world in order to lure young men into taking up 
this noble calling, but the community should be 
willing to pay a remuneration that will relieve 
doctors from the grosser forms of financial worry 
and permit them to give their whole minds and 
hearts to their task. 

It takes a great deal of time and certainly a 
fortune to equip a young man for the practice 


The 


tradesman is paid wages while learning his ad- 


of medicine under present-day conditions. 


vance trade, but the prospective doctor pays in 
both time and money. A boy can quit school at 
the end of the grammar grade with enough learn- 
ing to enable him to get on in skilled labor and 
a few years longer study will equip him suffi- 
ciently for the commercial world, but the pros- 
pective doctor must go to school until he is 28 
years of age or, in other words, he must put in 
from 10 to 14 years of extra study with the same 
number of vears under a ponderous expense from 
which the boy who chooses the commercial life 
is exempt. 

It ought to be perfectly clear then that men 
and women will not undergo the years and extra 
expense unless they have some special induce- 
ment to do so. In times past society offered the 
physician a bonus of social and economic advan- 
tages, but at the present time, the economic ad- 
vantage has disappeared, indeed, it has been re- 
placed by a decided handicap and that is an 
alarming situation to any one who thinks ahead. 

The wages paid for unprofessional men in the 
commercial world may be justified. This ques- 
tion is not an issue with us. The point that we 
wish to emphasize is that the inducement to in- 
dividuals to fit themselves for the practice of 
medicine or, for that matter, for any of the 
learned professions, is gone. It must be restored 
or the next generation will suffer. 

Here is a problem which deserves the most 
careful thought and study that can be given it. 
It cannot be solved by theorists reading dream 
hooks. It cannot be ignored without very seri- 
ons consequences to the coming generations. 
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UNIONIZING THE MEDICAL PROFES- 
SION—NEVER. 

Are Puysicians Nor a Part or THE AGE 1y 
Wuicu Tuey Live? Wuy tHe Prorgs- 
SION SHOULD ORGANIZE. 

The article “Unionizing the Medical Profes- 
sion—Never!” in a recent issue of the Manufac- 
turers’ News, and the answer to the same by Dr. 


Thomas P. Foley, chairman of the Contract Prac- 


tice Committee of the Chicago Medical Society, 
should be read by every physician in the state. 
We have repeatedly called attention to the fact 
that in nearly every instance where a physician 
succeeds in getting placed on the pay rolls of a 
corporation, municipality, state or government, 
he automatically develops a warped viewpoint of 
the rights and necessities of his fellow doctors 
and is always ready to kick from under him the 
ladder by which he climbed to fame and fortune. 


UNIONIZING THE MEDICAL PROFESSION 
NEVER! 


Leroy P. Kunun, M.D. 


In a recent issue of Manufacturers’ News I noticed 
a paragraph on “Chicago Doctors Plan Protectiv: 
Union.” I am quite familiar with some of the Chicago 
West and Northwest Sides medical propaganda, which 
has lately gone into print in some of our medical bul- 
letins, with reference to why the medical profession 
should organize. I thought we were organized and 
I believe we are organized. Not, however, as a 
“union” or a “business association,” but as a nol 
profession. 

Soon after my graduation from the University of 
Illinois, I joined the Livingston County Medical 
Society, Illinois State Medical Society and American 
Medical Association. In 1912, my Livingston county 
membership was transferred to the Chicago Medical 
Society. These different medical bodies stand for 
the highest ideals possible in the profession, as is 
evidenced by the following extract from the consti- 
tution and by-laws of the Chicago Medical Society : 

“The objects of this society are to promote the art 
and science of medicine. Contributing to this end 
it shall endeavor to bring into one organization the 
physicians of Cook county, so that, by frequent mect- 
ings and full and frank interchange of views, the) 
may secure such intelligent unity and harmony in 
every phase of their labor as will elevate and mak« 
effective opinions of the profession in all scientific, 
legislative, public health, and material and_ social 
affairs ; to encourage research; to safeguard the mate- 
rial interests of its members; to settle disputes and 
adjust the ethical relations of its members; and, with 
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other county societies, to form the Illinois State Med- 
ical Society, and, through it, with other state societies, 
to form and maintain the American Medical Asso- 
ciation.” 

MIXING IN 


POLITICS NOT ETHICAL 


Nothing is found anywhere in the constitution and 
hy-laws about organization for profit, or to whip folks 
into line to pay higher fees. In fact, the laborer is 
worthy of his hire, and the fee charged should be 


This 


since the time 


according to the ability of the patient to pay. 
has been the basis of medical “fees” 
of Hippocrates and Galen and will remain so as 
long as medical men and women realize they are in 
a profession and not a business. 

If Ian MacLaren, who wrote that beautiful story 
uhout Dr. Brier 
Bush,” describing the character of the medical prac- 


MacLure in “Beside the Bonnie 
titioner as he struggles through the raging ford to 
save the life of Tammas Mitchell’s wife, could come 
to life long enough to observe some of the suggestions 
printed by a so-called contract practice committee of 
the Chicago Medical Society, I am afraid he would 
say, “Alas! they are falling from a profession to 
a business, drifting from the wsthetic and professional 
to the materialistic.” 

Today is caring less for events, but more for the 
man. Things pass quickly; man stays. The democ- 
holds men and women. 
Literature is turning from congested movements to 
The epic of the individual takes the place of 
the epic of’ the event. Just why a body of noble 
professional men should waste time and degrade itself 
to organize into a political machine, for the purpose 
of mixing with union labor or politicians on matters 
not scientific and in no way promoting the health of 
a community, is more than I am able to comprehend. 
True, we should be given opportunity, as during the 
past war, when occasion demands, to advise and coun- 
medical The more we mix with 
politicians the farther we will have to go and the 
deeper our souls will be led into their ways. 
any medical man want to spend $7 


racy of our age fast to 


men. 


sel on subjects. 
Does 
7,500 cash and six 
years’ hard study to learn how to unionize and phil- 
osophize on political subjects, which our modern alder- 
men are able to take care of without even a high 
school education, and hardly able to speak the English 
language. 

The medical profession is not the “white man’s 
burden.” We have opportunity to accept or reject. 
We were not forced to study medicine and we are not 
forced to continue the practice of medicine. 

If degrading political organizations wish laws upon 
us without ascertaining whether they are in any way 
agreeable to us, then let those bodies carry out the 
details of such laws. If we are not satisfied with 
the laws made by our representatives in state legis- 
latures, and if such bodies choose to make these laws, 
ignorant of our wishes, then I would say we are not 
our brother’s keeper in any way that does not pertain 
to scientific medicine or surgery. 


EDITORIAL 


UNIONISM OPPOSED TO HIGHER IDEALS 


The state does not exist for the good of the individ- 
ual, rather the individual exists for the good of the 
state. The individual created or made the state pos- 
sible ; naturally the state is directed by the individual, 
in a country like the United States. When the state 
assumes all authority and determines itself master of 
those who made it possible, then we have an autocracy. 

When Lloyd George was framing his bill for com- 
pulsory health insurance, he listened to arguments 
from sociologists, employers, officers of labor unions, 
employes, legislators, representatives of “friendly 
societies,” etc., but never until the bill was finished 
did he consult with members of the British Medical 
Association. An issue of such vital importance to 
the medical profession should naturally interest and 
include the best thought and talent of the medical 
profession. Therefore, I hold that medical men should 
be ready and willing, at all times, to counsel and 
advise the state on all subjects pertaining to scientific 
medicine and surgery and to the physical health and 
well-being of a community, but not organize into a 
combination for the one purpose of bringing pressure 
on any legislature or class of people. Put the pro- 
fession on a business basis, and minute competition 
is destroyed and science suffers. 

If any medical man ever believes he can spend 
some time in politics, some in organization work, 
some in affairs pertaining to the welfare of insurance 
companies and still practice medicine or surgery and 
keep up with either, he certainly will develop into 
a superman. Paul said, “this one thing I do”; and 
he did it, as no other man has ever done it since 
his time. 

During the past year, in the weekly bulletins of 
the Chicago Medical Society, I have noticed half-page 
cuts of suggestions why the medical profession should 
organize, signed by the chairman of the “contract 
practice committee.” To me, the reasons given for 
such a type of further organization are offensive, 
irrelevant and do not in any way promote the ideals 
a medical man should have uppermost in his mind. 
Every medical organization should hold first and 
foremost the promotion and upbuilding of scientific 
subjects for the betterment of humanity. This is 
the main thought in the object of the Society of 
Industrial Medicine and Surgery, which is being 
organized by a committee of industrial surgeons of 
Chicago and which, we hope, will become affiliated 
with the Chicago Medical Society—Manufacturers’ 
News. 





GUBERNATORIAL CANDIDATES AND 
THE MEDICAL PROFESSION 


Just as we were closing forms for this issue 
we received the following letter from Mr. Oglesby, 
asking that it be published in the ILLINoIs Mep- 
ICAL JOURNAL. 

In the March issue of the JorrnaL we pub- 





248 


lished an editorial on “Presidential Candidates 
and the Medical Profession.” In the June issue, 
and on several other occasions, we have expressed 
ourselves along similar lines. Indeed, for years 
we have been working consistently to bring about 
a proper recognition of the medical profession 
as a civic influence of the first magnitude. There 
are 25,000 doctors, dentists and druggists in 
Illinois. He is a poor medical man who has not 
at Jeast ten voters who believe in him. We are 
pleased to note that, at last, aspirants for office 
have realized the possible influence of the medical 
profession as a civic factor. We are sorry that 
other candidates for the high offices have not seen 
fit to send us for publication their platform on 
things medical. 

JOHN G. OGLESBY 

LIEUTENANT-GOVERNOR 

CANDIDATE FOR THE REPUBLICAN NOMINATION 
FOR GOVERNOR 
PRIMARY 
~ Wednesday, September 15, 1920 

Springfield, Illinois, Sept. 6, 

To the Medical Profession of Illinois: 
Realizing the keen interest the medical profession 

takes in all matters affecting the health welfare of 
Illinois, I take this opportunity to state my position 
relative thereto, presupposing that I shall be nom- 


1920. * 


inated at the Primaries, September 15th, and elected 
Governor in the November elections. 

First: The medical profession is assured that, under 
my administration, it will receive a square deal and 
be shown the high respect and consideration due this 
noble calling; 


Second: Good health being the greatest asset of 
the people, it must be assured and safeguarded by 
co-operation between the medical profession, the De- 
partment of Health, the Department of Registration 
and Education, and the Department of Public Welfare, 
which has jurisdiction over the charitable institutions 
of the State; 

Third: I believe in proper compensation for all 
who devote their services to protecting the health 
of the community ; 

Fourth: I believe in democracy in medicine and 
am opposed to any medical theory which is detri- 
mental to the health welfare of the public; 

Fifth: I believe in State home rule, as opposed 
to any attempt by the Federal government to exercise 
public health police functions and duties properly fall- 
ing within the police powers of the State; 

Sixth: I am opposed to any attempt by the Fed- 
eral government to extend war-time powers to peace 
conditions. 

As one who is interested, as your profession is, in 
good government for Illinois, may I not receive your 
active support at the Primaries on September 15th? 

Sincerely yours, 
Joun G Octessy. 


ILLINOIS MEDICAL JOURNAL 


September, 1920 


WHY THE MEDICAL PROFESSION SHOULD 
ORGANIZE 


Organized medicine is represented in Chicago ani 
Cook county by the Chicago Medical Society. . Among 
other objects, this society is organized “to safeguar« 
the material interests of its members.” 

It is readily recognized that, with a membershiy 
of thirty-five hundred, the only practical manner of 
transacting the necessary business of the Society is 
through the various Committees. These Committees 
are appointed by the President of the Society or elected 
by the Council and are responsible and accountallc 
for their actions to the central governing body of th: 
Society—the Council. One of the authorized Com- 
mittees of the Society is the Contract Practice Com- 
mittee. The work of this particular Committee js 
“to promote the material interests of the members 
of the Chicago Medical Society” engaged in contract 
practice, whether whole or part time. 

Early in the present year the attention of this Com- 
mittee was directed to the fact that it was a practice 
with some insurance companies to authorize members 
of the Society to care for injured workmen in accident 
cases, but, when a bill was rendered for the services, 
it was returned with a statement that the usual fees 
paid were from thirty to fifty per cent less, and that 
the physician could accept the amount offered or 
charge his services to expense. 

Through The Official Bulletin of the Chicago Med- 
ical Society, the Contract Practice Committee an- 
nounced that such information had come to it. The 
Committee requested authentic instances, stating no 
attention would be paid to gossip, rumor or scandal, 
and that every case presented should be specific and 
in writing. 

When the letters began to come, each was consid- 
ered on its merits. Some were referred to the attor- 
ney of the Chicago Medical Society with instructions 
to sue. At times the Committee wrote the insurance 
company involved, stating when the case would he 
considered, and requesting that a representative of 
the company be present. In no instance did onc 
of the companies have the courage or the courtes) 
even to reply. Some of the claims presented were 
considered unfair by the Committee and physicians 
presenting such claims were. frankly told they were 
unfair and that the Committee would not back them. 

At each monthly meeting of the Council, the reports 
of the activities of this Committee were presented, 
and. the reports were adopted as read. The activities 
of the Committee were also presented to the mem- 
bers of the Society through The Official Bulletin 
published weekly. 

In an effort to better “the material interests” of 
members engaged in industrial medicine and surgery, 
the Contract Practice Committee appointed a sub- 
committee to organize these physicians in an affiliated 
society, where their special problems could be con- 
sidered. When this Society is organized, the report 
of the sub-committee will be received by the Contract 
Practice Committee, and through that Committee, 
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presented to the Council for its consideration and 
endorsement. 

With the above as a preliminary announcement of 
the activities of the Contract Practice Committee, the 
Chairman of the Committee directs the attention of 
members of the Society to an article published by Dr. 
Leroy P. Kuhn, Chief Surgeon, Illinois Manufacturers’ 
Casualty Association, appearing in the August 12th 
(1920) issue of Manufacturers’ News, and also pub- 
lished in The Official Bulletin of this issue. 

Any thinking physician or surgeon of today knows 
and realizes that the practice of medicine is not only 
the practice of a noble profession, but also the con- 
duction of a business. To practice medicine it is 
necessary to live. To live it is essential to be pro- 
vided with the so-called necessities of life. To secure 
the necessities of life it is necessary that the income 
exceed the output. To have an income it is imperative 
that a just compensation be paid for services rendered 
to others. 

Every physician, except perhaps the zsthetic repre- 
sentatives of Hippocrates and Galen, realizes that, 
on the first of the month, it is necessary for him to 
meet certain expenses in the way of rent, heat and 
light. He knows that, unless these expenses are met, 
that these commodities will be shut off, and, without 
the commodities, no matter how esthetic or high- 
minded he may be, his opportunity for serving man- 
kind will stop. 

If our good friend, Doctor MacLure, on his way 
home .after his struggle through the raging flood to 
save Tammas Mitchell’s wife, had stopped, let us 
imagine, at a service station of the Standard Oil 
Company, for gasoline and oil, he would learn that, 
without regard for his beautiful character, the attend- 
ant would expect the transaction to be one of cash. 

The chances are that the doctor would soon become 
a convert to “the suggestions printed by a so-called 
contract practice committee of the Chicago Medical 
Society” and would say, “Alas! I must become a 
hit more materialistic, at least where insurance com- 
panies are concerned, or the auto will be without 
gas.” 

It is sad that some of the rubber spines in the 
profession cannot comprehend “why a body of noble 
professional men should waste time and degrade itself 
to organize into a political machine” which, in time, 
will finally impress upon insurance companies that 
“a decent fee for efficient service” is what they will 
have to pay physicians who do their work. It is 
pathetic for the insurance companies to feel that they 
will be dealing with a compact organization of thirty- 
five hundred, instead of each physician as an individ- 
ual. It is hard “to comprehend,” from the vision of 
the insurance companies, the degradation that will 
come with the physician setting his fee, and not 
have some non-medical adjuster tell him what he 
will get. 

But the hardest thing “to comprehend” is the emas- 
culate of one of our noble profession to the extent 
of giving a living example of the Victrola advertise- 


” 


- Telephone : 
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ment of “His Master’s Voice” in the clamorous effort, 
through subterfuge and so-called zstheticism, in 
attempting to befuddle the issue that practitioners 
of medicine are not human; that the instincts of self- 
preservation are not theirs, and that they are not a 
part of the age in which they live. 

The Contract Price Committee contends, without 
an apology or a salaam, that it is far better for a 
“medical man to spend $7,500 and six years’ hard 
study to learn how to unionize and philosophize on 
political subjects” than to spend the same amount 
of money and time to become qualified to practice 
medicine and receive the following reply to a modest 
charge of $10 for caring for a fractured rib: 


Maryland Casualty Company, 
John T. Stone, President. 
Home Office, Baltimore. 
Chicago Claim Division, 
1021 Insurance Exchange, 
175 W. Jacksén Blvd. 
Chicago, March 17, 1920. 
Claim No. 20-989-C-12521-Z. 
Assured. Illinois Vinegar Mfg. Co. 
Injured. C. Mueller. 
Dr. E. Keating, 2801 Logan Blvd., Chicago. 


Dear Doctor: Attached hereto is a draft for $3.00 
in full payment for surgical services rendered in 
connection with the above captioned claim. 
Yours very truly, 
E. A. Hursurp, Manager. 

For the edification of anyone from Missouri or a 
doubting Thomas, the original is on file with the Con- 
tract Practice Committee. 

Perhaps even the mildest of medical men would 
philosophize on materialistic matters if, “after spend- 
ing $7,500 and six years’ hard study,” he had removed 
a piece of steel imbedded in the eye, and rendered 
a bill for $5, only to receive the following evidence 
of regard for his high calling from an insurance 
company. 

Sherman & Ellis Service. 

Liability Interinsurance. 

Attorneys and Managers. 

General Offices: 11 South La Salle St. 
Majestic 8510. 


Chicago, IIl., July 17, 1920. 
60625— Re: M. Higgeston vs. Reuter Bros. 
Dr. B. D. Satek, 5141 South Lincoln St., 
Chicago, III. 

Dear Doctor: Your bill to Reuter Bros. for $5.00 
for removing foreign body is received. The usual 
schedule for work of this kind is $2.00. It may be 
this was an unusual case and justified a $5.00 charge. 
However, we would be glad to get your advice on it, 
as to whether this was other than the ordinary foreign 
body to be removed. 

Yours very truly, 


Fac :-SC SHERMAN & ELLIS SERVICE. 
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Or perhaps the following might interest our esthetic 
physician : 
Illinois Manufacturers’ Casualty Association. 


August 17, 1920. 
Claim No. 39476. Svend Aage Jonsson. 

Dr. Bernard S. Maloy, 4000 West North Ave., 
Chicago. 

Referring to your bill in the above 
case We 
Chicago have made a rate of about $1.50 per dressing; 


Dear Doctor: 
believe industrial surgeons in 
at least, all bills presented to us do not go over that 
much. : 
Yours very truly, 
ILLINOIS MANUFACTURERS’ 
CASUALTY ASSOCIATION, 
Per C. T. Jaycox. 
On practically the same day, the versatile Mr. Jay- 
cox wrote another physician, complaining of a charge 
of $1.50 per dressing, and stating the “usual fee was 
Space limits the examples on file with 
Committee of letters 


ene dollar.” 
the Contract 
insurance companies to physicians. 


Practice sent by 

“If degrading political organizations wish laws upon 
us without ascertaining whether they are in any way 
agreeable to us then let those bodies carry out the 
details of such laws.” So then, noble medical men, 
rest supine until State Compulsory Health Insurance 
and see “how those bodies will out 


is a law carry 


its details.” While “we are not our brothers’ keepers 
in any way that does not pertain to scientific medicine 
or surgery,” we all notice how the packing industry, 
the clothing manufacturers, the producers of coal, the 
insurance companies, and the producers of every neces- 
sity are “their brothers’ keepers” in their particular 
lines. 

Could anyone, without a complete “marbleization” 
above the shoulders, presents a poorer argument against 
the economic and material organization of the medical 
profession than the following: 

“When Lloyd George was framing his bill for com- 
pulsory health insurance, he listened to arguments 
from sociologists, employers, officers of labor unions, 
employes, legislators, representatives of: ‘friendly soci- 


the bill 
he consult with members of the British Medical Asso- 


eties,’ etc., but never until was finished did 


ciation.” 

Put “the medical profession on a business basis” 
and you will win the respect and admiration of the 
world. Get the medical profession off the wild catters’ 
lists of “widows, orphans and physicians.” Do good 
scientific work and get the recompense that your work 
should have. 

A suggestion why the medical profession should 
organise, quoting the United States Department of 
Labor statistics, showing that, in fourteen principal 
cities of the United States, the cost of commodities 
has increased 96 per cent 1914 to 1919, 
be “irrelevant” to the Chief Surgeon of the Illinois 
Manufacturers’ Casualty Association, salary 
perhaps has kept step with the increased cost of living. 
But it ‘5 not irrelevant to the man in general practice. 


from may 


whose 
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Certainly “it is offensive” to insurance 


to read one of their authentic letters, attempting 


compa 


cut a physician’s bill about forty per cent, presente: 
to the medica! profession as a reason why the med 
profession, should organise. This information 
so “offensive” to one company that the Chicago n 
ager went to a physician and attempted to hav: 
repudiate the letter after it was published in 
Official Bulletin of the Chicago Medical Society. 

Medical men “have ideals and hold foremost 
promotion and upholding of scientific subjects,” 
surely medical men are human; certainly they 
their families are entitled to just and adequate 
pensation. To “aid in the betterment of humanity” 
requires “vigorous health,” which necessitates 
and warmth and clothing. 

One “medical man who spends some time in po! 
some in organization work, some in affairs pertai 
to uneasiness of insurance companies and still prac- 
hour to teacl 


tices scientific medicine, with a spare 


in a Class A medical school, occasionally finds tim 
‘o read wise sayings of wise men: 
“How happy is he born or taught, 
Who serveth not another’s will, 
Whose armor is his honest thought, 
And simple truth his utmost skill.” 
CONTRACT PRACTICE COMMITTE! 
Tuomas P. Forey, Chairma 


WHAT THE FEDERAL GOVERNMENT 
FINANCES THE FEDERAL GOV 
ERNMENT CONTROLS 

Co-operation with the federal government with 
the respective states, means in practice that th 
federal government dictates and the states 0!» 
or get no money. 

The federal government is attempting to 
tend war-time powers to peace conditions a1 
asmuch as this cannot be done by constitutional 
authority, the army of bureaucratic chieftain= and 
political milkmaids who make up the army ol 
swivel chair occupants in Washington are lv 
to accomplish by chicanery what they are w 
to do legally. We hope the legislatures of th 
respective states are wise enough to see thia 
appropriating for the co-operative purposes } 
tioned they are simply undermining the sta 
of their own state. 

Two measures of vital importance to the medl- 
cal profession are being agitated in Washington. 
The first is the attempt by the National Congre 
to invade the authority of the states by the in 
Cuction of bills authorizing various departments 
vf the federal government to exercise puli 





ntro- 


nents 
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ealth functions and duties properly belonging 
to the states. 

he second is what is known as the Smith- 
owner Bill for the establishment of federal dic- 
tat rship over the school system of the respective 
states. The objections to the former are well set 
forth in a resolution passed by the Illinois State 
Medical Society held at Rockford, Ill., May, 1920, 

ollows: 


\\ uerEAS, There is a growing tendency in our Na- 
tional Congress to invade the authority of the states 
introduction of bills authorizing various de- 
partments of the Federal Government to exercise 
ic health functions and duties properly belonging 
states, and 

\VuerEAS, There is an equally dangerous tendency 

our own state towards the assumption by volun- 
tary and irresponsible extra government agencies of 
powers and functions properly belonging to the 
legally constituted Health authorities, therefore, be it 

Resolved, That the Illinois Medical Society dis- 
approves of any action whereby the Federal gov- 
ernment attempts to exercise authority over health 
matters in any state except insofar as questions of 
National er interstate importances are involved and 
that we urge that the regulations of all State Health 
matters be under the direction of the legally con- 
stituted Health authorities of the state as the repre- 
sentative of its citizens in health conservation, opera- 
tion, and be it further 

Resolved, That we condemn the principle of Fed- 
ral State aid as pernicious and dangerous; that it is 

encroachment on the functions of the state and 

invasion of State authority tending to the demor- 
ion of State Public Health work, rather than 
levelopment. 

The Smith-Towner bill attempts to make believe that 
its purpose is to establish federal co-operation with 
the States, and federal stimulation in the matter of 
education. Any person with a grain of common sense 


\ 
we 


hat what the federal government finances the 


and a half grain of reasoning ability knows perfectly 
l 
| 


federal government controls, to the crossing or dotting 

f the last “t” or “i,” 

Note what two ex-speakers of the house of rep- 
resentatives and others say about the Smith-Towner 
hill. Ex-Speaker Joe Cannon is viewing with alarm 
the persistent efforts to intrude the federal govern- 
ment into concerns over which the States alone have 
urisdiction. In discussing the federal vocational re- 
habilitation bill, another co-operative scheme, and 
he most socialistic piece of legislation ever brought 
to Washington, on October 16th, he said: 

“During this congress, you are to bring in a bill 
to make the Commissioner of Education a 
Cabinet member. God knows, if I had the power, 
| would have fewer Cabinet positions than now, be- 
cause they could be administered without duplication 
and at far less expense, and perform their duties by 
giving service more promptly than is now given. I 
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agree with Mr. Speaker Clark that we have Cabinet 
officers enough. I am opposed to the creation of 
any more. Yet, I am informed that the next step is 
to create a Department of Education. The States are 
caring for education. A Department of Education, 
located in Washington to boss the education of the 
whole country, would be injurious to education in 
the States. 

“Let us be honest with each other. When you read 
this bill through (Vocational Rehabilitation Bill) read 
it clear through, and you will find that the Com- 
missioner of Education,’ with his associates, living 
in Washington—you will find it so drawn that the 
whole thing is to be controlled and managed from 
Washington. 

“You had better leave these matters of caring for 
the citizens in the various States, to the States.” 
(Congressional Record, October 21, p. 7728.) ° 

And this from Ex-Speaker Clark 

“Every man in this house who has three ideas above 
a Hottentot is devoting his thought to cutting down 
tax bills instead of increasing them; and pursuing 
the principle that it is not the duty of the federal 
government to do for the States and for the citizens 
things which they should do for themselves. 

“Any man in this country, who will allow his chil- 
dren to grow up bowlegged, ought to be put in the 
penitentiary or the insane asylum. It is easy to cure, 
and yet walking down the street yesterday I saw a 
man, and the biggest hog in the State of Missouri 
could have run between his legs and never touched 
them at all. Bowlegs should be straightened, but I 
humbly submit that it is not Uncle Sam’s duty. 

“Why do not parents take care of that thing, instead 
of coming to the congress of the United States to 
have bowlegs and other afflictions like that cured? 
We have got to cut down these appropriation bills. 
Oh, they say, it will only cost a million; but that is 
a starter, that is the camel’s nose under the tent, 
and you all know it—any of you that are fit to be 
here, know it. There is a bill coming up that pro- 
poses to make a Cabinet member of the Commissioner 
of Education, a Secretary of Education, and I am 
against it. The first thing you know, they will have 
as many employes down there in that Bureau of 
Education as they have in the War Risk Bureau, with 
its 14,000 employes jostling each other around in each 
other’s way. 

“Whenever that bill comes in here to make a use- 
less department out of the Bureau of Education, I am 
against it, and I will use every parliamentary means 
at my disposal to beat it. The United States gov- 
ernment cannot do everything; it is utterly impossible. 
The best thing for congress to do would be to pass a 
resolution, directed to the States, advising them to 
resume their governmental functions (applause) and 
let us alone. The milk in this cocoanut is to create 
a lot of nice new jobs.” (Congressional Record, Octo- 
ber 11, p. 7141.) . 

And this from Mr. Echols, of West Virginia. On 
October 17th he said: 
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“If some department should come to Congress, and 
ask an appropriation to construct a cold-storage plant 
in Hades or to regulate the affairs of paradise, .. . I 
am inclined to the opinion that it would be. looked 
upon with some favor, providing such appropriation 
could be made the excuse for placing a few more 
employes on the Federal payroll. It occurs to me 
that with the Government running three and a half 
billion dollars short for the year, it is time to stop 
appropriations of money on the mere ground that 
they may be desirable, and might possibly, in some 
remote way, reduce the high cost of living, or help 
some cripple whom the Government is under no obli- 
gation whatever to take care of.” (Congressional 
Record, October 20, p. 7657.) 

In speaking of the Vocational Rehabilitation bill, 
the proponents on the floor of the House claimed that 
this, like the Smith-Towner bill, would in no sense 
interfere with the right of the State to conduct courses 
as it saw fit. Note this conversation that took place 
on the floor October 14th: 

“Mr. Fess . . . I do not think this Congress wants 
to allow the Federal Government to step over into 
the States, and dictate what shall be done in the 
States. This would be done by the State Boards on 
approval of the Federal Government. 

“Mr. Johnson of Washington: It (the bill) says 
that it shall be under a general plan of supervision 
determined by the Federal Board, and it is either 
that or nothing, probably. If that is not the case, 
I should like to know. 

“Mr. Fess: No money will go from the Federal 
Treasury, unless the use of it is to be approved by 
the Federal Board, and this is by a general plan or 
provision. 

“Mr. Johnson of Washington: Then there will be 
no escape from what the Federal Board proposes; 
and we have been through that before. 

“Mr. Fess: The Federal Board will probably do 
something about the manner in which the administra- 
tion of the appropriation in the State will take place, 
but it is wholly a matter of the States, with the 
approval of the Federal Board. 

“Mr. Johnson of Washington: The Federal Board 
telling the State what to do. (Congressional Record, 
October 14, p. 7272.) 

“In the course of an earlier debate, this undeniable 
fact of Federal domination was brought out in the 
following colloquy : 

“Mr. Smith of Michigan: Does the State or the 
Federal Board prescribe the training that shall be 
given? 

“Mr. Fess: It must be done upon their approval. 

“Mr. Smith of Michigan: The approval of the Fed- 
eral Board or of the State Board? 

“Mr. Fess: Upon the approval of the Federal 
Board. (Congressional Record, October 9, p. 7045.) 

“And this really sums up all that is to be said on the 
subject. ‘Cooperation of the Federal Government’ 
with the respective States, means in practice that the 
Federal Government dictates and the States obey, or 
get no money.” 
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And this final contribution from Hon. John Mac- 
Crate of New York: 

“I will not permit my vote on this bill to be used in 
the future as a bludgeon to batter me into support of 
a bill federalizing the educational systems of the entire 
nation. . . No such argument, however, [stimula- 
tion, etc.] can be used for the adoption of any plan 
to centralize educational control in Washington. With 
the first settlers on this continent came the school- 
master, and with the first clearing of the forest a 
place was provided for the education of childhood. 
Throughout our colonial history and throughout the 
formative period of our national life until today, ap- 
propriations for education have gone forward. We 
have our public schools and our private schools. Hun- 
dreds of millions of dollars are spent annually by 
municipal and State governments and by churches of 
all denominations, and by private individuals, to give 
the youth of the land free educational opportunities, 
Our fathers and mothers have submitted uncomplain- 
ingly to taxation, and have generously contributed to 
every style of school affording mental and moral de- 
velopment for their offspring. The time will never 
come when the people of this nation will permit the 
control of the intellect of childhood to be centered in a 
bureau at Washington, under the guise of a plan to 
‘encourage the States.” (Congressional Record, Octo- 
ber 20, p. 7660.) 

It is the desire of a certain element of this 
country to have the affairs of state dictated by an 
autocracy or a bureaucratic form of government. 
The people of America are not likely to soon for- 
get that it was autocracy that was responsible for 
the world’s war which cost the lives of 10,000,000 
of the world’s youth. In a government like ours, 
completely dependent upon an alert electorate. in- 
stitutions should be so founded and ruled that 
they cannot be used for purposes for political 
propaganda. 

The old saying, “that a burned child dreads 
the fire,” is quite applicable here. We in Illinois 
have been through the getting singed process. 
The medical profession of this state feel keenly 
the effects of the attempted autocratic dictation 
hy the Department of Registration and Educa- 
tion. We again say that we have no use for 
either autocracy of bureaucracy, they are both 
hound to breed bolshevism and we have too mucli 
of this in America today. 





HOSPITALIZATION OF DRUG ADDICTS A 
COMPLETE FAILURE. 


When New York City began its experiments oi! 
opening a dispensary for drug addicts, it was believed 
that the number of victims of narcotics was tremen- 
dovs. The institution of the narcotic dispensary was 
hailed with acclaim by a few, but was deprecated 
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by most persons familiar with the complexity of meet- 
ing the problem in this particular manner. 

While it is true that a hospital was soon opened 
for the withdrawal treatment, less than 30 per cent. of 
the addicts attending the clinic were willing to go 
to the hospital, even though all expenses were borne 
by the city. 

According to Dr. S. Dana Hubbard, Public Healih 
Reports, March 6, 1920, “The dispensary in which 
narcotic drugs are given to addicts for self-adminis- 
tration is not the right way to deal with this problem.” 
He further comments that the clinic practically re- 
sulted in no cure. He claims that all patients sent to 
the hospital were cured, “in the sense that the drug 
withdrawal left no physicial need or craving.” This 
statement is followed by, “quite a number of these 
cases relapsed after discharge, some returning to the 
clinic under assumed names.” 

The narcotic clinic is closed. The work of the hos- 
pital is practically ended. The problem of treating 
narcotic addicts still remains unsolved. Negatively, it 
has been established that the dispensary is harmful 
in its effects, and its employment for narcotic addicts 
is unwarranted. Similarly, it is patent that the average 
addict does not voluntarily submit to institutional care 
for the withdrawal treatment, as long as it is possible 
to secure a supply of the drug. The hospital, more- 
over, has not demonstrated itself to be efficient in es- 
tablishing a permanent cure for a large proportion of 
those willing to undergo the withdrawal treatment. 

The weakness of the system apparently lies in the 
lack of facilities to secure the constructive after-cure 
which is so requisite for rehabilitating the addict. 
Even with a more advanced system of custodial care 
of longer duration, the problem remains unsolved 
when the individual breaks loose from his life of 
supervision, encouragement and control, and again un- 
dertakes to lead a normal life in the community. The 
after-cure of the addicts constitutes the real medical 
problem in narcotic addiction. The gradual with- 
drawal of the drug, the overcoming of the unpleasant 
symptoms arising from sudden deprivation, the build- 
ing up of physical strength and nutrition, the psy- 
chiatric efforts at mental readjustment have not an- 
swered the question of permanent cure. Obviously, 
the personality of the addict is of paramount impor- 
tance; and the alterations of mental mechanisms, that 
are essential to insure permanent cure, demand a form 
of after-care differing from the occasional type that 
thus far has proven insufficient for the permanent re- 
demption of those afflicted with narcotic addiction. 

\ll attempts to relegate narcotic addicts to hospitals 
and sanitaria lead to the same stopping point. What 
is to be done to and for the addict after the comple- 
tion of his visit to the institution? It would appear 
to be of immense importance to study this problem 
from the broadest point of view, to investigate the 
results of hospital care, particularly of those hospitals 
and sanitaria which advertise themselves as unusually 
successful in their management of addicts. The re- 
port of a cure based upon institutional treatment is 
unsatisfactory if it merely describes results attained 
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at the time of leaving the institution. A follow-up 
system might well be applied to graduates of these 
institutions, in order to ascertain in how far they 
really are free at the end of six months, one year, 
and two years after severing relations with an in- 
stitution that promised the cure for drug addiction. 
This is a problem that warrants thouhtful and prac- 
tical investigation, such as has not been given by any 
committee of state or national organization. Admitting 
that the dispensary or ambulatory treatment is un- 
successful, what are the actual facts that promise en- 
couragement to those advocating voluntary or man- 
datory commitment to a hospital ? 

The enactment of laws upon theoretic considera- 
tions, upon negative testimony, or uncorroborated state- 
ments is always hazardous, but it is particularly so 
when the condition that is to be attacked is as illusive 
and uncertain as that of drug addiction.—American 
Medicine, July, 1920. 





DRUG ADDICTION CLINICS PRONOUNCED A 
FAILURE. 


“The Bureau of Internal Revenue, which is charged 
with the administration of the Harrison Antinarcotic 
act, will not lend further indorsement to public clinics 
for the treatment and cure of drug addicts, Prohibi- 
tion Commissioner John F. Kramer, giving as his rea- 
son for this action that “The net results obtained 
through the operation of such public clinics appear 


to have demonstrated conclusively that the cure of 
drug addiction through such means is a failure, and 
that hereafter no similar institution should have the 
indorsement of this bureau.” 


DOCTORS NOT RESPONSIBLE FOR DRUG 
ADDICTION. 


Dr. Campbell, physician of the Harlem prison in 
testifying before the Whitney New York Legislative 
Committee says: “Physicians and Pharmacists are 
not at all involved in the Narcotic Drug evil; that 
few of the young men suffering from the drug habit 
that came to the Harlem prison had ever been seen 
by a physician, and that it is absurd to bring the 
Doctor and the Druggist in the matter at all.” 

He states further: “That the illegitimate user of 
the drug have sources of supply outside of the medi- 
cal profession and the pharmacists. Dr. Campbell in- 
vited the Whitney Legislative Committee to inspect 
the Harlem prison and see with their own eyes the 
condition of the habitues who are confined there. 
The assertion of Dr. Campbell is corroborated by the 
statistics furnished by the District Attorney of the 
County of New York, who has said that less than 
ten per cent. of the offenders against the Narcotic 
Drug Law were either doctors or druggists. The 
evidence wherever taken corroborates the experience 
in New York, the real cause being known to the 
authorities. It is the duty of the officials to ascertain 
the source of supply and the channels of distribution 
of the drug in the underworld and to close them. 
This can be done without further hampering the 
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medical profession by imposing further restrictions 
on the legitimate practice of medicine and pharmacy 
in the handling of narcotic drugs. 

Something is radically wrong when after five years 
of supervision under the Harrison law there is noted 
from all quarters of the United States a great in- 
crease in underworld traffic and peddling, and when 
honest practitioners of medicine are afraid to attend 
the legitimate needs of deserving sick people. 

Anybody who will take the trouble to read the dis- 
closures of the New York Whitney Legislative Com: 
mittee investigation two years ago, together with the 
evidence brought out at the hearing of the Senator 
Cotillo Bill at Albany, New York, of April this year 
and the report of Albert J. Weber, foreman of grand 
jurors, United States of America, southern district 
of New York, September, 1917, term will be con- 
vinced that we need a thorough and impartial con- 
gressional investigation of the subject of opium traffic 
and the exploitation of drug addicts. 


THE ACQUITTAL OF DR, LAASE., 

The following tribute from the July issue of 
American Medicine covers the ground so thoroughly 
that we reproduce it. 

It was with great satisfaction that the many friends 
of Dr. Christian F. J. Laase learned early this month 
of his acquittal in the United States District Court 
of an alleged violation of the Harrison anti-Narcotic 
Law. We who know Dr. Laase expected no other 
outcome, for we never believed for an instant that 
a man of his character and high principles had been 
guilty of any breach of good faith in the use or 
prescription of narcotics. To be sure, the character 


of the law is such that any busy physician is apt to 
make some error of omission or commission in keep- 
ing his records, or through misunderstanding commit 


some technical violation of the act. We have always 
felt that the law placed too great restrictions on the 
legitimate rights of an honorable profession. But the 
time to protest was before the law passed, not now. 
There is nothing to do now but to obey its mandates 
as earnest law-abiding citizens, using every care and 
effort to avoid any mistakes. 

In its fundamental intent and purpose, the Harrison 
law—and the New York State law as well—deserve 
every commendation. The pernicious and illegitimate 
use of narcotics, and their wrongful and unscrupulous 
sale, could not be tolerated any longer. No hon- 
est physician can take any other position. But in 
framing these essential laws, those responsible for 
them, penalized the whole medical profession for the 
deeds of a few of its unscrupulous members, by im- 
posing unnecessary restrictions and hardships on hon- 
est, self-respecting physicians, who had never mis- 
used narcotics, and never would. 

This is our only complaint, that these laws are un- 
fair to the great body of honorable physicians, in 
that they leave too little to the knowledge, honest 
intentions and good faith of honest practitioners of 
medicine. 

But inasmuch as the law is an established fact there 


September, 1920 


is only one course for the self-respecting doctor to 
pursue and that is to conform to the law to the bes: 
of his ability. 

If he does make an error, or his memory leads 
him to fail to carry out the letter of the law in some 
particular we do not believe he has much to fear from 
the ultimate result so long as he has not been guilty 
of some wilful violation, or some breach of good fait! 
as a practitioner of medicine. If he is conscious hx 
has made a mistake, or has failed to fulfill some obli- 
gation under the laws he should take steps at once to 
explain his position to the proper authorities and rec- 
tify his error of omission or commission. We believe 
he will find the authorities ready to meet him in th: 
same spirit he shows in going to them. 

Finally, the outcome of Dr. Laase’s case exemplilix 
what we have previously stated that the physiciai 
honest, faithful to himself and his calling, 
and a man whose reputation is as clean and honorable 
as Dr. Laase’s always has been, need have little fear 
of the ultimate result of any trial under these anti- 
narcotic laws. 


who is 


It is too bad, however, that there is 
not some provision under these laws for a private and 
preliminary review of any accusation against phy- 
sicians in good standing without forcing them to un- 
dergo the mental anxiety, terrible expense and other 
consequences caused by public indictment and trial. 
To this some one might say that a physician should 
have no different treatment under these laws than any 
other citizen. But since these laws, in part at least, 
are directed against certain acts of physicians which 
they perform as a special right under state licensure, 
it would seem that any law regulating or abridging 
such rights could properly carry provisions for a pre- 
liminary review of any presumed violation. 

Then again no law can justly inflict special or ex- 
traordinary punishment on any particular class of in- 
dividuals, but this is just what public indictment and 
trial under these anti-narcotic laws do in effect to 
physicians, and this in spite of the fact that they may 
be absolutely innocent of any wrongdoing. 

One more thing and we are done. Not all officials 
are equally endowed with good judgment and sym- 
pathetic consideration. Some men when vested with 
authority have been known to let personal enmity 
dictate their acts. Happily these constitute a very 
small minority, and a great majority of the officials 
we have met are fine men who aim to be kind and 
considerate in all their acts. But there are just 
enough of the other type to provide one more argu- 
ment for a competent committee or board of review 
of every accusation or charge of violating the nar- 
cotic laws made against duly licensed physicians. 

In congratulating Dr. Laase on the happy result of 
his trial, we wish to express to him our heartfelt 
regret for all that he has been forced to suffer dur- 
ing the months indictment and 
acquittal. To a man of gentle personality, sensitive 
nature and the self-respect that goes with a know!- 
edge of his honest desires and purpose, the experience 
he has passed through must have been soul trying. 
But “All’s well that ends well,” and in the joy of his 
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acquittal we hope Dr. Laase will be able to forget 
the anguish of the anxious days and go forward to 
new happiness and the successes we know he is 
capable of achieving. 

Good luck, good friend, may all that you hope for 
and aspire to come to you in fullest measure. Finally, 
may the immediate future hold that which will abun- 
dantly recompense you for all that the immediate past 
has cost you. 

NOTE:—A magnificent tribute, beautiful sentiment, 
very encouraging. One would think having been so 
thoroughly vindicated, acquitted on every charge, 
there would be no fear or trouble to continue taking 
care of this class of patients, but no, the administra- 
tors of our drug laws have their own interpretation of 
the laws and make it so hard and dangerous for a 
physician honestly to attend to them that honest phy- 
sicians are afraid to begin or to continue. A survey 
of all the facts leads one to believe that those who 
have succeeded in having such laws placed on the 
statute books are the ones that are not molested. It 
is rumored that the slogan of the local agents is 
that “they are going to drive every doctor out of 
business who is attending to addicts;” but there seem 
to be favorites and enough are left alone so as not 
to make acute panics among the patients. 

We doubt if there is a physician in America who 
could not at some time since the Harrison Narcotic 
measure was enacted have been indicted and obliged 
to stand trial for some technical violation of the law. 
It has been officially shown that doctors are only in 
a small measure responsible for drug addiction; that 
over ninety per cent. of addiction is due to underworld 
trafic; that addiction has increased by leaps and 
bounds since the Harrison Law was enacted. There- 
fore, this ineffectual sandbagging, blackmailing piece 
of legislation should be wiped off the statute books 
at the earliest possible moment. 

We quite agree with the action of the House of 
Delegates of the Illinois State Medical Society at its 
1920 session in condemning the present method of 
handling drug addicts and in asking for an impartial 
and thorough Congressional investigation of the sub- 
ject. 


IMPORTANT FACTS BROUGHT OUT AT THE 
TRIAL OF DR. LAASE. 


In connection with the trial and acquittal of Dr. 
C. J. F. Laase of New York for an alleged violation 
of the Harrison Narcotic Drug Law. There are a 
few facts which may be of interest and which are 
not generally known. 

Dr, Laase was tried before a jury which heard the 
plea of guilty entered by two druggists indicted with 
him before the jury took up his case. 

Although instructed by the court to disregard this 
fact there is no doubt that the prosecution scored a 
palpable hit by this procedure. This act was referred 
to by the defendant’s attorney, Mr. Robert H. Elder, 
as one of mental compulsion on their part. Dr. Laase 
was one of the few physicians who elected to stand 
trial. In almost all the local cases physicians have 
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pleaded guilty under advice of counsel. Their situa- 
tion resembles today that of those accused of witch- 
craft during the Salem epidemic in 1692 where only 
those who admitted that they practiced this art and 
confessed to the effect escaped the gallows. 

Dr. Laase has long been identified in the fight against 
the legislative activities of Dr. Alexander Lambert in 
Compulsory Health Insurance, Workman’s Compensa- 
tion and Drug Laws originating with Mr. Charles B. 
Towns. He was reminded of this fact by the prosecu- 
tion when on the stand. That Dr. Laase was able to 
go through this ordeal is a sort of gratification to 
his friends however immaterial this fact may have 
been to the prosecution. 


PSYCHOTHERAPY AND MORPHIN 
ADDICTION. 


Camino reports the case of a young woman, married 
and markedly hysterical, who became secretly addicted 
to morphin (La Medicina Ibera, 1920, xi, 129). For 
four years she had injected the drug daily, the amount 
having reached two and one-half grams in 24 hours. 
Denutrition was intense and the patient suffered from 
nocturnal hallucinations of terrifying character. The 
picture was an extreme one, yet the author succeeded 
in effecting a cure in the patient’s own home. He 
first told the woman that he would wean her gradu- 
ally from the habit, incidentally substituting for 
muriate of morphin an amount of opium extract equal 
to the decrement in the former. The fraction of de- 
crease was to be three centigrams daily. The only 
attendant was the husband. All went well until the 
daily dose was reduced to one gram. Here the pa- 
tient’s will succumbed and the author began to resort 
to hypnosis. The notably hysterical make-up of the 
patient made the outlook somewhat favorable. Con- 
siderable time was required to produce full phynosis 
and there were numerous preliminary sessions. Once 
the state was induced, the patient responded without 
fail to post-hypnotic suggestion. The author sought 
to produce a horror of and repugnance to the drug, 
at the same time injecting plain water, which he told 
her was the drug and which would produce nausea 
and other disagreeable symptoms. These she actually 
developed, and when given a syringe and morphin to 
use at pleasure actually threw them away. The period 
of cure required four months. The author is not en- 
tirely clear as to the method by which the irreducible 
minimum of morphin was suppressed, but apparently 
this was effected through the aid of suggestion and 
was fully accomplished before the experiment of in- 
spiring disgust for the drug was made.— Medical 
Record, June 26, 1920. 





CAMOUFLAGING THE PUBLIC, BUT NOT 
FOOLING THE PROFESSION 


One is likely to have a faulty perception of things 
when looking in from the outside, but he may, never- 
theless, draw some conclusions that are without preju- 


dice. In any discussion of the privileges conferred 
upon the medical profession by the federal prohibitory 
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laws the doctors of Kansas are outsiders, but their 
views of the ethical questions involved would, no 
doubt, vary quite as much as do those of the doctors 
of Illinois and Missouri. Although prohibition has 
been a legal fact in Kansas for a long time and doctors 
have even been prohibited from possessing or dispens- 
ing alcoholic liquors for a number of years, there are 
still some who have not yet learned that alcohol has 
no place in medicine, that it provides no beneficial 
therapeutic effect that cannot be more satisfactorily 
obtained from other drugs. 

In spite of the unpopularity of their opinions there 
are physicians in this long dry state who will assert 
that, to the best of their knowledge and belief, good 
spiritus frumenti, administered in the right amount 
and at the right time, has saved for another struggle 
some who have already heard the rustle of the angel's 
wings. Possibly the long period of drouth in Kansas 
has eliminated from their consideration the beverage 
qualities of alcohol and the doctors here are able to 
estimate its therapeutic properties without prejudice— 
in other words,-they may regard alcohol only as a 
therapeutic agent. At any rate they are outsiders in 
any such discussions as the following: 


THE EASIEST WAY 


A gynecologist was speaking. “No,” he said, “I 
haven't taken out a permit. In twenty years of prac- 


tice I have yet to find a case in which I could be sure 
whisky was beneficial. Not having a permit makes it 


casy for me to turn down requests from my intimate 
friends and patients.” Then the opinions of a well- 
known internist, a pedestrician, a surgeon, and some 
general practitioners were sought. None of them, 
with the exception of one of the latter, had taken 
out a permit. He had given ten prescriptions in 


three months, and he admitted—not for publicatoin— - 


that in nine instances the prescription was written 
at the patient’s rquest, and in the tenth something 
else would have served. Don’t subject yourself to 
temptation; don’t hurt the feelings of your patient 
or of a very particular friend by refusing to write 
a “prescription” when he pleads for one. Have a 
good excuse for not doing so. The easiest way is not 
to have a “permit,” much less a book of blank pre- 
scriptions.—Jour. A. M. A., July 24, 1920. 

Outsiders will hardly appreciate this kind of ad- 
vice. If physicians all over the United States refused 
to take out narcotic licenses on the same grounds 
there would be considerable needless suffering. The 
only difference is that no one questions the therapeu- 
tic value of opium and its derivatives. One who is 
confident that beneficial therapeutic effects may be 
obtained from the use of alcohol is no more justified 
in declining to take out an alcoholic permit,son the 
grounds stated in the above, than in declining to take 
out a narcotic license. 

The laws of Kansas do not permit druggists to 
dispense alcohol or alcoholic liquors on the prescrip- 
tion of a physician, nor do they permit physicians to 
possess or administer such liquors, but there are doc- 
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tors in Kansas who are willing to take a chance with 
the law when the life of a patient is at stake. One 
feels like shaking hands with a doctor who has the 
intestinal equipment to do whatever he believes wil! 
save a life, in spite of law, religion or politics. But 
what about the doctor who would deprive himself oi 
a possible aid in saving life in order that he might 
avoid a little trouble and inconvenience. The ques 
tion is, as viewed by an outsider, whether it is bette: 
take a 
Kansas 


sometimes 
sake.—J our. 


to play safe, for yourself, or 
chance, for the other 


Med. Soc., Aug. 1920. 
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THE HIGHLY TRAINED NURSE IS NO! 
NECESSARY IN THE VAST NUMBER OF 
CASES OF ORDINARY ILLNESS 


In his series of articles on Central and South Amer- 
ica, the first of which appears in this issue of TH: 
Journat, Dr. Mayo calls attention to the nursing 
problem as he witnessed it in the Canal Zone. lle 
speaks as one who has intimate knowledge of the valu 
of the trained nurse and also as one who has observed 
the serious effects of the shortage of nurses for the 
general public. He emphasizes, as THE JoURNAL has 
done, the fact that a highly trained nurse is not neces- 
sary in the vast number of cases of ordinary illness 
What is needed in such cases is an intelligent woman 
who has knowledge of the ordinary elementary facts 
of hygiene and care of the human body combined with 
good common sense. As Dr. Norman Bridge recent!) 
said in his commencement address before the gradu- 
ates of Rush Medical College: “Any bright girl can be 
taught in sixty days to take temperature, pulse and 
respiration accurately, to prepare and administer 
invalid diet, to administer drugs in numerous ways, to 
give baths and fomentations, and attend to the persona! 
wants of the invalid and to keep accurate records oi 
the patient, and of her own doings.”—Jour. A. M. 41. 
July 31, 1920. 





FATALITIES FROM LOCAL ANESTHETICS 


Nothing in medical practice is more serious than 
the death of a patient within two or three minutes 
after the injection of a local anesthetic, especiall) 
when the patient is in excellent health except for a 
condition requiring some minor operation. In view of 
the frequent employment of local anesthesia, it is 
apparent that even though the relative number of 
such accidents is low, in the aggregate the problem 
merits serious study. Efforts to reduce the dangers 
arising from the administration of local anesthetics 
have been hampered by limited knowledge as to the 
cause and mechanism of these unfortunate occu: 
rences. From time to time appeals have been made 
to the profession at large to report the clinical mani 
festations following the injection of a toxic anesthetic, 
but the response has been poor. The Council on 
Pharmacy and Chemistry therefore asked the Section 
on Laryngology, Otology and Rhinology to appoint 
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a special committee to make a comprehensive study 
en the use of anesthetics in nose and throat work. 
The summarized report of this committee appears 
dsewhere in this issue. As is pointed out, the oc- 
currence of twenty deaths in the personal experience 
of 100 operators shows that the subject deserves more 
earnest attention. Real progress, however, can be 
made only if cases are reported promptly and with 
attention to the factors that are in question. As an 
illustration of the. immediate practical benefit that 
could follow this inquiry, it is worthy of note that a 
fourth of the deaths so far reported to this section 
arose from mistake in solutions. These can probably 
be avoided by preparing the cocain solution only as 
needed, from tablets colored with a distinctive dye so 
that the tint of the solution at once would call atten- 
tion to the drug and its concentration. Physicians are 
urged to cooperate by reporting cases of idiosyncrasies, 
to the end that further study will result in definitely 
esthalishing the causes of sudden death, and that a 
better understanding may be attained as to the proper 
technic and proper choice of local anesthetics for 
each particular class of cases—Jour A. M. A., July 
31, 1920. 





VIENNA PHYSICIANS, VICTIMS OF COM- 
PULSORY HEALTH INSURANCE 
UPLIFT, SAY THEIR MONTHLY 
EARNING CAPACITY IS NOW 
ABOUT $4.39 AMERICAN 
MONEY. 


405 Union St., Brooklyn, N. Y. 

To the Editor: Your August number is a real 
addition to Anti-Compulsory Health Insurance 
literature, not only the illuminating experiences 
of Dr. Ochsner in Germany and Austria, to 
which I might add this fact: That recently we 
in New York received from a New York Com- 
mittee for Vienna Relief a letter asking alms for 
the Viennese physicians, and enclosing some let- 
ters from those unfortunate victims of Compul- 
ory Health Insurance Uplift. in which they said 
their monthly earning capacity was about $4.39 
of our money; not only the commen sense eco- 
nomics of Dr, Apfelbach and the economic analy- 
sis of Dr. Chapman, but even the words of the 
lay editor of Modern Medicine, John A. Lapp, 
who is an officer of the American Association for 
Labor Legislation and one of its most active and 
least dependable campaigners. I might say the 
late Mr. Lapp, because I note that he ran true 
to form at the Michigan State Society meeting 
and arrived in time to speak last, although the 
tules of the game prescribe that the affirmative 
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shall open discussion ; this same trick was played 
in Troy and Schenectady in New York state. 


By the “ideal which has been set before you” 


Mr. Lapp probably meant State Medicine, as 
enunciated by Dr. Vaughan, who referred to our 
New York Bill (Sage-Macnold Bill, N. Y. Sen- 
ate Bill 1533), which surely “did get a reception 
in New York, which leaves the plan about as far 
off as is Compulsory Health Insurance.” We, 
in New York, know State Medicine to be the 
alternative of Compulsory Health Insurance; in 
fact Mr. Lapp threatened on December 11, 1919, 
before the Kings County Dental Society, that if 
we “defeated Compulsory Health Insurance we 
would have to take State but the 
Legislature took the voters’ endorsement of our 


Medicine,” 


view of that measure as seriously as they did the 
voters’ endorsement of our view of Compulsory 
Health Insurance and eleven other bills and they 
killed them. You see, we know it for what it 
really is—a preparatory measure designed to 
engraft upon New York and other states a form 
of the State Socialization of Medicine, 
could readily be merged in the National Socializa- 
tion of Medicine ( Nationalization of the Agencies 
for the Health Welfare of the People, ILLINoIs 
MepicaAL JOURNAL, June, 1920, page 427, 
through a Federal Department, with a secretary 
in the Cabinet, which could be subrogated to the 
right, title, interest, control and domination of 


which 


all the agencies of healing, not alone in the agri- 
cultural districts so as to “bring the boys back 
to the farm and the blessings of a Health Center 
and an Hospital,” which make Dr. 
Vaughan content “to remain a proletariat,” but 
in the large cities as well, the controlling power 
being the boards of electmen and supervisors in 
the villages and towns and small cities, and the 
boards of estimate and apportionment in large 
cities like New York. We are working on a plan 
for utilizing and amplifying the existing hos- 
pital and laboratory facilities and making them 
available to the people without forfeiture of their 
right of free choice, domestic privacy, self- 
respect and self-reliance, and continuing them in 
the control of medical scientists rather than turn- 
ing them over to political opportunists, profes- 
sional philanthropists, busybody social surveyors, 
et al. 

Mr. Lapp, in his speech, puts us on notice that 
the solemn action of the duly accredited dele- 


would 
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gates to the A. M. A. meeting at New Orleans 
in April, 1920, in opposing “Compulsory Health 
Insurance either State or Nationally controlled” 
is not to be taken seriously, and that “the ques- 
tion is still open, even though the resolution has 
been adopted,” because they are counting upon 
medical history repeating itself and the doctors 
turning over and going to sleep again, so that 
the agents of the A. A. L. L. in the A. M. A. 
may play a little more politics and by “boring 
from within” put it over next year. I doubt it; 
while I am quite sure some of the minute men 
went back to bed after Paul Revere had aroused 
them, sufficient were true to their order to do 
things and to do them well, and I have faith that 
there will be sufficient red-blooded medical Amer- 
ican citizens to defeat any attempt to prostitute 
the A. M. A. to the purposes of the A. A. L. L. 
a second time, whether it be Compulsory Health 
Insurance, State Medicine, National Socializa- 
tions of Medicine or Coercive Medical Re-regis- 
tration Acts, however subtle the propaganda may 
be. 

Mr. Lapp, answering Dr. Ochsner’s statement 
as to the increased days lost from eleven to fif- 
teen in Germany, said it had been reduced to 
8.6 per cent (I presume he meant days, because 
working days would be 


an 
277 


8.6 per cent of 
twenty-four days), and was a matter of testi- 


mony, but he was careful not to say whose testi- 
mony, because he knows that statement had its 


origin in the Statistical Department of the 
A. A. L. L. in New York City, where thirty-five 
cents can be made to look like a dollar and a dol- 
lar like thirty cents, something in the same man- 
ner that a fractjon of a dollar per visit is made 
to look like the “$2.50 per visit,” which Mr. Lapp 
iuld the Michigan Society is to be the fee. I am 
glad that statement is a matter of printed record, 
because it will help us to determine for ourselves 
and our people, the voting public, just how dis- 
honest the A. A. L. L. and its campaigners can 
be. The staff of professional philanthropists, 
Herr Professors, false doctrinaires, statisticians 
and the like employed by the A. A. L. L. are 
educated people, many of them college trained ; 
they are charged with knowledge of the simple 
rules of arithmetic and the provisions of the 
Davenport Bills (which they constructed) and 
the relation of one to the other; they know, and 
you know, and I know, that their own propa- 
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ganda of 24 cents per week per employer and 
employee is $24.96 for the 52 weeks of the year: 
they know that “for the purposes of the bills” 
the maximum wage is $2.00 per day, $12.00 per 
week as the basis for determining the “maximum 
cash benefits of $8.00 per week of seven days;” 
they know that the statutory provisions of the 
Compulsory Health Insurance Bills provide cash 
benefits, maternity benefits, and funeral benefits 
which amount to $11.06 per average man; they 
know that the most general application of the 
General Insurance Law of the State to the plan 
of Compulsory Health Insurance would make 4 
15 per cent. reserve and. a 15 per 
guaranty amount to $7.49 (insurance corpora- 
tions must maintain 25 per cent.) ; they know 
that a 16 per cent. operating expense (ad- 
ministration) is very, very conservative, which 
would be $3.99 per average man, and the total 
of these three mandatory dispensations is $22.54, 
and all you have left of that $24.96 annual pre- 
mium is $2.42 for the health service and sup- 
plies for the “Average Man’s Sickness Year” 
(which Mr. Lapp says is nine days), and the 
2.43 days of maternity care per average man; 
one-eleventh of that $2.42 is 22 cents per day 
for the medical care of that “average man and 
his pregnant wife of a pregnant insured woman,” 
and that includes the doctor, consultant, special- 
ist, nurse, druggist, hospital, laboratory and all 
medical and surgical supplies. “Where did you 
get that stuff?” said Mr. Lapp at page 91 of 
your August number. From the exact science 
of mathematics which says that $24.96 minus 
a statutory $22.54 leaves an available $2.42, and 
that this $2.42 divided by the A. A. L. L. statis- 
tical 11.43 days is 22 cents (eliminating deci- 
mals), from the official printed copy of the Daven- 
port Bills and Laws of the State of New York 
and the experience of fourteen large employers of 
labor in the State of New York who maintain a 
workmen’s (voluntary) insurance which requires 
an administration expense of 24 per cent., whiere- 
as I have only calculated 16 per cent. That's 
the answer to Mir. Lapp’s question on the 25-cent 
fee, and there is no other answer, unless the in- 
surance premium is brought up and up and up 
until it reaches 10.3 cents of every dollar a work- 
man earns or the State is willing to make good 
the deficit of $22.32 per average man (which 
means $90,000,000 per annum for the 4,000,000 
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working people in New York State), to main- 
tain the present fee standards of medical men, 
not to speak of this largesse of $2.50 which Mr. 
Lapp scatters with so free a hand before an in- 
telligent body of men at the Michigan State So- 
ciety meeting in Kalamazoo. Dr. Ochsner was 
right; for every billion dollars the A. A. L. L. 
propagandizes we must add TWO billions to make 
theory agree with fact, and even if we added 
TEN we could not BUY an economic substitute 
for the personal confidence, love, devotion and 
self-sacrifice which the doctor-free and the pa- 
tient-free practice of medicine of today exhibits. 

Mr. Lapp “has examined every statement that 
has been made on the subject of health insur- 
ance in our language ;” I presume that includes 
the provisions of the Davenport Bills, partic- 
ularly Section 12, wherein it says that the (In- 
surance) Bureau may organize such other plans 
for medical service as the medical society may 
suggest or as may be determined by the bureau. 
All that stuff about playing battledore and shut- 
tlecock with the schedule of fees until the “buck 
is finally passed” to an arbitration board is ex- 
post facto administrative routine and resembles 
Dr. Ochsner’s story of the pullets which “looked 
good, but lay no eggs ;” that appeal is made fo the 
Bureau of Health Insurance to have it revoke 
plans which the statute itself gives the bureau 
cole power to determine; then the statute pro- 
vides that this very Bureau of Health Insurance 
shall be the body to provide for the choice and 
assembling of the board of arbitration. One does 
not require a head to fit a 61 hat to understand 
that this is just a touch of humor introduced 
into the bill to lighten the serious labor of legis- 
lating for the common people, which the A. A. 
L. L. has assumed to itself, because the common 
people, “poor fish,” is incompetent to think for 
himself, and these professional philanthropists 
vouchsafe to do it for him at so much per annum 
derived from the coffers of Foundations, which, 
although instituted in good faith, have come to 
be media for the exploitation of wildcat com- 
munistie theories which aim at the undermining 
of American traditions and institutions for which 
the men and women of all generations have given 
their lives. 

Joun J. A. O’Reitty, M. D. 
Chairman New York State Association of 
the Medical and Allied Professions. 
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FEDERAL AID TO STATES WILL ULTI- 
MATELY PROVE A CALAMITY 


CENTRALIZATION OF POWER IN THE GOVERN- 
MENT A Future MENACE. 

For every federal dollar appropriated on the 
state co-operation plan federal dictation goes 
with it. Not only dictation as to the expenditure 
of the federal dollar, but likewise dictation as to 
the expenditure of the dollar the state puts up to 
match the federal dollar; also dictation absolute 
as to the policies and program concerned with the 
expenditure of this money. 

For vears the federal government has been en- 
deavoring to secure control and to dictate public 
health administration policy within the states. 
The right to do so has repeatedly been denied 
them by the Supreme Court of the United States. 
The control of public health affairs falls wholly 
and entirely within the police powers and rests 
ubsolutely with the state. 

The federal government being denied the legal 
power to control state public health affairs is 
now endeavoring with the alluring power of 
money (federal aid to states) to obtain the right 
to dictate the policies and programs for state 
public health administration. 

It is high time that the state public health of- 
ficials should be awakened to the danger and to 
the seriousness of this charge, namely, that they 
are selling their souls for a mess of pottage. 

Every progressive public health official believes 
in decentralization of authority. If they will 
just stop a moment and think they must realize 
that federal aid to states with federal dictation 
in local affairs means the centralization of public 
authority in Washington. This danger we have 
repeatedly set forth in this JourNnat. 





Correspondence 


THE VORONOFF CIRCUS. 

I append herewith a letter received by me from 
Dr. Serge Voronoff, which explains itself. Inas- 
much as Voronoff should have been familiar 
nearly seven years ago with the American work 
on gland implantation and was perfectly familiar 
with it a month before his arrival in Chicago (it 
was still more familiar to his local managers and 
publicity artists), the acknowledgment that he 
was a Rip Van Winkle was rather belated. 
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The American profession may be assured of 
one glaring fact, viz.: Voronoff, up to date, never 
has seen, much less performed, a single case of 
human sex gland implantation. 

As my letter of protest was in the hands of 
Voronoff’s Chicago “manager” several days be- 
fore our distinguished visitor arrived in Chicago, 
it would be interesting to know why he did not 
receive it until he was leaving the city. It is to 
be regretted that Dr. Voronoff is not aware that 
several American surgeons long preceded him in 
his so-called “interstitial gland” work. The spec- 
tacle of our distinguished visitor threshing over 
old American straw was very edifying. The scien- 
tific mountains labored and brought forth a dead 
dog. (See reports of his Chicago “demonstra- 
tion.” ) 

Chicago, Ill., Aug. 11, 1920. 
Dr. G. Frank Lydston. 

My dear Colleague: I have just received your 

letter and I am sorry to leave Chicago without 


having seen you. You are without doubt labor- 


ing under a misapprehension about my subject. 
Never did I either in my communication to the 
Congress of Paris in 1919, or in my work, say 


that I was the first to graft the sexual glands. 
Your book alone, has given the evidence that vou 
have performed the operation three years before 
I ever made my experimental researches. I rec- 
ognize this voluntarily and congratulate you upon 
it. What I myself have done was research work 
in the laboratory and I simply have reported the 
results thereof, without any pretension whatever, 
that I ever had made this operation in any fashion 
whatever before you. I am a laboratory man, not 
a practicing surgeon, and if your personal ex- 
perience and my laboratory researches can con- 
tribute to the progress of our science, I will deem 
myself recompensed, as I am looking for no other 
gain. Let us work for the welfare of humanity, 
each in his own sphere, according to his own 
capacity and strength. You will recognize hereby 
the sincerity of my intentions. With best wishes. 
Sincerely, 
(Signed) Voronorr. 





IS ABORTION JUSTIFIABLE? 
Pana, Ill., May 14, 1920. 
To the Editor: In your Jouran of May, 1920, 
there is an article by Dr. Paul Goodner of New 
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Hampton, Iowa, entitled, “Pernicious Vomitin. 
With a Plea for the Mother.” 

I wish to comment on a few of his remarks. 
He brings up the principal, “The end justifies 
the means.” He says: 

No one has an unqualified right to life; the mur- 
derer’s life is a forfeit to the law, the soldier's life 
is often a forfeit to the State. Neither law nor the 
church condemns this violation of the sixth command. 
ment. 

How much more merciful is medicine, if it ex. 
tinguishes a precarious life already doomed to ex- 
tinction and in compensation saves a life still capa- 
ble of preservation. Has not the woman herself a 
right to demand the sacrifice of her embryo by the 
common justification of self defense, or even by the 
old Biblical law that “Whoso sheddeth man’s blood 
by man shall his blood be shed.” For if the presence 
of an embryo in the womb insures a Woman’s destruc- 
tion, in what other light can it be regarded than as 
the potential murderer of its host the mother? The 
decision of this momentous question must be left 
to the physician who occupies the unique position in 
civilized communities of arbiter of life and death with- 
out judge or jury. 

Gentlemen, God alone has an unqualified right 
to our life. 
strumentality of man; and God alone can take 
life. I can conceive of only three conditions in 
which man can take the life of another man. 
First, on the field of battle; second, by order of 
judge and jury, and third, in self-defense. Now 
the first two can be entirely eliminated for the 
purpose of our discussion. The third, in self- 
defense against an unjust aggressor, is the only 
argument Dr. Goodner gives. Now is the child 
an unjust aggressor? If the child is such, if it 
unjustly attacks its mother’s life, then she can 
(lestroy it to save herself, and her physician can 
aid the innocent against the guilty party, but 
can it be proved that the infant is an unjust ag- 
gressor in the case? There can be no 
tional or formal guilt in the little innocent babe. 
But can we argue that the actual situation of the 
child is an unjust act, unconsciously done, vet 
materially unjust, unlawful? Thus, if a mad- 
man would rush at me with a sharp sword, evi- 
dently intent on killing me, he may be calle: an 
unjust aggressor; though being a raving maniac, 
he does not know what crime he is committing. 
and is formally innocent of murderous intent. 
Materially considered, the act is unjust, and I 
can defend myself lawfully as against any other 
unjust assailant. Such is the common teaching 


Who creates us? God, by the in- 


inten- 
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of moralists, but can the innocent babe be 
classed in the same category with the raving 
maniac? Why should it? It is doing nothing; 
it is merely passive in the whole process of par- 
turition. Will any one object that the infant 
has no right to be there at al? Who put it there? 
The only human agents in the matter were its 


parents. The mother is more accountable for the 
unfortunate sitnation than the child. Certainly 
vou could not, to save the child, directly kill the 
mother, treating her as an unjust assailant of 
her child’s life? Still less can you treat the in- 
fant as an unjust assailant of its mother’s life. 

Now, according to Dr. Goodner, an evil 
means justifies a good end. This law, the end 
can never justify the means, is approved by all 
wood men. But Dr. Goodner would do evil to 
ene person that good might come to another. 
This is just the cause of the world’s woes today. 
Turn the pages of history one by one, and you 
will always find this same law violated, and the 
cause of all disruptions in human affairs. 

Are we ever justified in killing an unborn 
child in order to save the mother’s life? This 
is the burning question. I answer: no, never. 
In support of this opinion let me take a parallel 
case, a decision given by Judge Coleridge, than 
whom there is not a greater jurist living. 


The case is that of the British packet “Mignonette.” 
On July 5, 1884, the prisoners Dudley and Stevens, 
with one Brookes and the deceased, an English boy 
between seventeen and eighteen years of age, part 
of the crew of the Mignonette, were cast away in 
a storm at sea, 1,600 miles from the Cape of Good 
Hope, and were compelled to take to an open boat. 

They had no supply of water, no supply of food, 
and subsisted for twelve days on two pounds of 
turnips and a small turtle they had caught. They 
managed to collect a little rain water in their oil 
skin caps. 

On the eighteenth day, having been without food 
for seventeen days and without water for five days, 
the prisoners suggested that some one should be sac- 
rificed to save the rest. Brookes dissented, and the 
boy, to whom they referred, was not consulted. On 
that day Dudley and Stevens spoke of their having 
families, and of their lives being more valuable than 
that of the boy. The boy was lying in the bottom of 
the boat quite helpless, extremely weak and unable 
to make any resistance, nor did he assent to be killed 
to save the others. Dudley with the assent of Stevens 
went to the boy and telling him that his time had 
come, put a knife into his throat and killed him. 
They fed upon his flesh for four days, on the fourth 
day the boat was picked up by a passing vessel, and 
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the sailors were rescued, still alive but in a state of 
extreme prostration. 

The prisoners were carried to the port. of 
‘almouth and committed for trial, the charge 
being murder. Their excuse was that if they 
had not killed the boy and fed upon his flesh, 
there being no sail in sight, they would have 
died of starvation before being rescued; they 
said that there was no chance of saving their 
lives except by killing some one for the others 
to eat. The prisoners were committed for mur- 
der and sentenced to death, but appealed to the 
merey of the court ,pleading ignorance. It was 
found by the verdict that the boy was incapable 
of resistance, and authorities were then quoted 
to prove that, in order to save your own life, you 
have the right to take the life of an unjust ag- 
gressor in self-defense—a principal the truth of 
which is universally admitted. 

But the evidence clearly showed that the de- 
fenseless boy was not an unjust aggressor against 
their lives, and consequently their only plea was 
that of expediency. 

In a chapter in which he deals with exceptions 
created by necessity, Lord Hale, quoted by Jus- 
tice Coleridge, thus expresses himself: 

If a man be desperately assaulted and in peril of 
death and cannot otherwise escape except by killing 
an innocent person then present, the act will not 
acquit him of the crime and punishment of murder; 
for he ought rather to die himself than to kill an 
innocent person. 

In the case of two men on a plank at sea 
which can only support one, the right of one oc- 
cupant to throw the other overboard to save his 
own life, and in the instance of sailors to save 
themselves throwing passengers in the sea, are 
equally condemned by Judge Coleridge as un- 
justifiable homicide. So that under no circum- 
stances is it allowable to kill an innocent ag- 
gressor to save vour own life. I say innocent ag- 
gressor ; but it is allowed in self-defense to kill, if 
necessary, an unjust aggressor against vour life. 

This case is exactly analogous to that of the 
child lying helpless in its mother’s womb. She 
causes its death by her consent to the act of her 
agent, the physician in attendance. 

Remark that Brooks, one of the sailors, dis- 
sented to the killing of the sailor-boy. This may 
happen in consultation, when one of the con- 
sultants does not admit the right to kill an un- 
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Please also remember that the 
sailor-boy lay helpless at the bottom of the boat 
when his assailants killed him to save their own 


born child. 


lives, 

This child is not an unjust aggressor against 
the mother. It is placed in the womb without 
its consent, and is defenseless. It is the mother 
who is, as it were, the aggressor from the ob- 
stacles by a deformed pelvis, etc.; and she has 
not the right to ask or consent to the killing of 
the child who does not attack her. 

Therefore, I repeat that the two cases are 
analogous; and if, as remarked by Justice Cole- 
ridge, murder was committed in the first in- 
stance, so is murder committed in the analogue, 
so we see, the principal points pf the opinion 
enunciated by the learned judge and the prin- 
cipals therein laid down can, with equal force, 
be applied to the non-justification of abortion, 
by which the life of a defenseless child is sacri- 
ficed to save the mother. 

Notice also that two of the perpetrators of the 
dead claimed that they had families, and that 
their lives were more valuable than that of the 
murdered boy. By abortionists this reason or 
excuse is frequently given with much _senti- 
mentality to justify the killing of the child. The 
child, they say, has no social value; the mother 
is the idol of her husband, the pride of the house- 
hold, often an ornament to society, the mother of 
living or possible children. Therefore her life 
is more valuable than that of the unborn child. 
But who is to be the judge of the value of life? 
God alone knows the value of life. God alone 
knows whether a pregnant woman wil be able to 
carry her child. Doctors only have opinions. 
How many times has death stared our patients 
in the face? How many times have doctors 
given patients up to die, no hope at all, and still 
those patients get well? Gentlemen, the ends 
can never justify the means. 

Gentlemen, if once you grant that grave rea- 
son would justify abortion, there is no telling 
when you will stop in your career of crime. 
Today, for instance, vou are called to attend a 
mother, who you think must die if you do not 
bring on an abortion. You are urged to do it 
by herself and her husband, and perhaps by 
other physicians. There are money considera- 
tions, too, and the possible loss of practice. Will 
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you yield to the temptation? The next day you 
are visited by a most respectable lady; but she 
has been unfaithful to her marriage vow. Thy 
consequences of her fall are becoming evident. 
If her husband finds out her condition he may 
wreak a terrible Her 


vengeance. situation is 


sadder than that of the sick mother of the pre- 


ceding day. You can easily remove the proof of 


her guilt, we will suppose, easily spare a world 
Will you withstand the temptation’ 
The third day comes a young lady, a daughter 
of an excellent family. 


of woes. 


Bright prospects lie |e- 
fore her; her parents’ lives and happiness are 
wrapped up in that girl, but in an evil hour she 
has been led astray. Now she is with a child, 
she begs, she implores you to save her from ruin 
and her parents from despair. If you do not 
help her some other doctor or quack will do it: 
but you could do it so much better. If you 
should have yielded on the two former occasions, 
tf you have already stained your heart with in- 
nocent blood, will you now refuse? Where are 
you going to draw the line? 

The passions of men are insatiate, even in 
modern society. The more you’ yield to them 
the stronger grows their craving. Let me illus- 
trate my meaning by a fact that happened a few 
years ago in Russia. It is just to our point. 
During a severe winter a farmer, having his wife 
and children with him on a wagon, was driving 
through a wild forest. All was still as death ex- 
cept the howling of wolves in the distance. The 
howling came nearer and nearer. After a while 
a pack of hungry wolves was seen following in 
the track of the wagon. The farmer drove on 
faster but they gained on him. It was a desper- 
ate race to keep out of their reach. At last they 
are just back of the wagon. What can be done? 
The next moment the wolves may jump on th 
uncovered vehicle. The children _ horrified, 
crouch near their trembling mother. Sudden!) 
the father driven to despair seizes one of thie 
little children and flings it among the pack of 
wolves hoping that by yielding them one he 
may save the rest. The hungry beasts stop a 
few moments to fight over their prey, but soon 
they are in hot pursuit again, fiercer because 
they have tasted blood. A second child is thrown 
to them, and after a while a third and a fourth. 


Human society, gentlemen, in this matter of 
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sacrificing fetal life is as insatiable as a pack 
of hungry wolves. Woe to anyone of you if he 
begins to yield to its craving, there is no telling 
when he will stop. 

The end can never justify the means. A 
bad means cannot be used to effect a good end. 
A good means cannot be used to effect a bad 


end. 


Wa. F. Hacer, M. D. 





SHOCK IN ARMY OPERATIONS. 
Chicago, August 11, 1920. 
To the Editor: 

received appears a discussion by Dr. John L. 


In your August issue just 


Yates of Colonel Macrea’s paper on the “Pre- 
vention and Theatment of Shock in the Theatre 
of Army Operations,” which I cannot allow to go 
unchallenged on the old principle: et altera pars 
audiatur! 

| beg to assure Dr. Yates that 1 am free from 
I know Dr. Yates to be an 
enthusiastic surgeon, and I know that he is sin- 


personal animus, 


cere, but by his discussion he has convinced me 
that he, like thousands of others who have been 
mere doctors in uniforms and not military sur- 
geons in the fullest sense of the word, has not 
the least conception of the character of modern 
And any 
formulation of surgical possibilities and limita- 


warfare. without such knowledge 
tions under the stress of modern tactics is sim- 
ply out of the question. 

Dr. Yates seems to forget that the Army has 
not been organized for the medical service, but 
that the medical service has been created for the 
Army. There is no case on record, and there 
never will be one, that a high military com- 
mander will suit his tactical disposition to the 
requirements of the medical service. The medi- 
cal department has the duty to know something 
of the commander’s plans and then decides on 
the most practical means by which it can accom- 
plish the greatest amount of good under highly 
unfavorable conditions for scientific work. 

Dr. Yates says: 
we can accomplish, not only by criticism, surely 
not by insulting talk, but by telling and acting 
upon the plain, straight truth,” and a few min- 
utes later proceeds deliberately to insult the 
Regular Army Medical Corps. 


“It is our duty to see what 


He demands that the corps be reorganized, 


CORRESPONDENCE 263 


the 
Surgeon General, but concentrically around the 


not eccentrically around the authority of 


That is a beau- 
tiful thought oratorically, and the report that the 
‘atement was applauded does not surprise me. 


service to the sick and wounded. 


It is not quite clear to me what his other com- 
plaint, that professional attainment is not the 
means to preferment in the army, and that the 
fellow who knows how to play politics gets pro- 
motion, has to do with the care of shock, but as 
long as the subject has been brought up I am 
going to reply to that also. 

I think I have a right to speak. Not only 
have I for the past eight or nine years preached 
preparedness on the part of the medical pro- 
fession, not only have I studied the available 
literature on the last important campaigns, but 
I have seen our Army in action in 1916, and dur- 
ing my service in the World War I have come in 
contact with a number of newly-appointed medi- 
I have 
seen service at the front, and for some time after 


cal officers both socially and officially. 


the armistice have had charge of what was doubt- 
less the largest independent hospital in France, 
which drew its surgical material from a large 
sector of the American front. 

And I say that in the many Vears of assovia- 
tion with medical officers of the Regular Army, 
high and low, I that 
that hody represents as fine a class of medical 


have become convinced 
men as can be found in any large medical center. 
The very entrance examination and the compul- 
sion to keep abreast of the times in order to se- 
cure promotion assures that. Even generals and 
colonels*who for years have held only adminis- 
trative offices have often astonished me by their 
large fund of knowledge on surgical and patho- 
logic problems. 

What makes the situation bad is that there is 
a kernel of truth in Dr. Yates’ complaints. 
motion has been given some self-seekers and good 


Pro- 


This is due entirelv 
to lack of insight and initiative of certain inter- 


men have been overlooked. 


mediate superiors, or perhaps to rank favoritism 
on the part of these men; but that has happened 
in large armies before and will happen again, 
vot only in national armies of free republics, but 
even in monarchie armies where everything is 
reputed to be regulated by rigid laws. 
Headquarters, which has the last say on pro- 
motion, could not very well initiate promotion of 
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officers serving in the field except where the 
merits of individuals came to their attention. 

Let us remind Dr. Yates and others that 
Pirogoff and von Bergmann were neither regu- 
lar army surgeons nor rank worshippers, yet 
both these surgical giants are agreed on one thing 
as regards surgery in the field, namely, the need 
of organization, while the latter demands that in 
field surgery all individualization be prohibited 
and the work be done pattern-like. 

These principles hold as good today in ma- 
neuver as well as in stabilizing phases of war 
as they did fifty years ago, irrespective of our ad- 
vances in technics, including the use of gum salt 
solution for the treatment of shock. 

Dr. Yates cites as typical of the regular army 
system the case of a division surgeon who was 
intelligent enough to learn that there is more to 
his job than pitching field hospital tents in 
proper alignment and making out proper official 
reports in triplicate. I cannot make out from 
the discussion why that officer came near being 
court-martialed, Dr. Yates telling us only that 
he bravely set up his hospitals anew after they 
had been knocked down by German shells. 

The implication is that the man was not to 
blame for his lack of professional insight be- 
cause he was the product of the regular army 
training. 

I am astonished and humiliated that a man of 
Dr. Yates’ standing should lend himself to such 
an unwarranted remark, and that a man of his 
ability should profess to believe that the Army 
has nothing more to think of than properly con- 
structed latrines and tent and stretcher drill. 

Does Dr. Yates not know that such brilliant 
men as Munson and Straub have bent every ef- 
fort to familiarize the profession with modern 
tactics solely for the purpose of giving the 
wounded the best possible care, even under the 
worst possible conditions? 

Does he not know that the drill is only one of 
the means to insure a modicum of efficiency 
among the enlisted members of the medical de- 
partment ? 

Even laymen have written in astonishment at 
the huge preparations made by the Surgeon Gen- 
eral for this war, admitting that all that human 
sagacity can accomplish has been thought out in 
detail. 
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Let me ask Dr. Yates whether such men as 
Finney, Crile, Mayo, Binnie, Young and others 
too numerous to mention have been given mili- 
tary rank and promotion simply because they 
were skillful in playing polities? 

Let me ask him further whether Thomas 
splints have been carried even over the to) to 
increase shock ? 

Were the first aid stations provided with |iat- 
ers and blankets to increase the shock cases ? 

Did they teach in the field medical schoo! at 
Langres, under the directorship of Colonel \s)- 
ford, a regular by the way, military surgery or 
triplicate reports ? 

Did they spend days and days in the ereat 
Central Laboratory at Dijon, under Colonel Siler, 
also a regular, searching by experiments the 
cause of shock and the best means of combating 
that condition for the purpose of acquiring ma- 
terial for military reports ? 

Does Dr. Yates realize that the very shells 
which knocked down field hospitals made the 
timely evacuation of the wounded from the front 
to the shock-teams impossible ? 

Gustavus M. Blech. 

Columbus Memorial Bldg. 


BUNKOING MEMBERS OF THE LEGISLA- 
TURE—A WARNING TO SELF-AP- 
POINTED SPOKESMAN FOR THE 
PROFESSION. 


In recent issues we called attention to thie ac- 
tivities of some of the coterie of medical men 
who are at the bottom of the schemes for Com- 
pulsory Health Insurance, the drug laws, ete. in 
this country. In a recent issue we also calle: at- 
tention to the activities of this same crew of 
medico-political milkmaids at the hearing of the 
notorious Cotillo Bill at Albany, New York. in 
April of this year. Here is what happened at the 
hearing of the Kenyon bill introduced in the 
New York Assembly. This bill was intended to 
bring about annual re-registration of medical 
men, and who do you think were behind it’ At 
the Cotillo hearing when Drs. E. Elliott Harris 
and 8. Dana Hubbard=were questioned whom 
they represented, Mr. Kenyon, the assemblyman, 
got up and said: They are the gentlemen thiat 
handed me the bill for annual re-registration of 
physicians. He further stated that they were 4 
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committee from the State Medical Society— 
which was true—and that the State Society. was 
behind the bill, and favored its passage unani- 
mously. Mr. Kenyon took their word and urged 
its passage, and when it came to the reading of 
the bill and voting upon it, members from all 
over the house got up in opposition and stated 
that they had received remonstrances from their 
local medical societies and from their medical 
constituents objecting to the bill. The objections 
were so overwhelming that Mr. Kenyon was 
placed in a very embarrassing position before 
the house, and he felt compelled to withdraw the 
hill—just the same as did Senator Cotillo, only 
that Senator Cotillo was saved the mortification 
of being shown the true nature of his bill at a 
hearing before the committee, and not by the 
body of* the legislators themselves, who had in 
the meantime learned of its true nature. 

There are two ways by which the medical pro- 
fession can speak officially. The first one is by 
referendum vote of the whole profession; the 
second is by official action of the State or Na- 
tional Medical Society. 

Certain officers and ex-officers seem to think 
that because they hold or have held an official 
position in the medical organization that every- 
thing they may say is to be construed as an of- 
ficial expression of the whole profession. 

Unless we miss our guess some doctors in this 
country will experience a rude awakening in the 
not far distant future. The profession is at last 
awake to a realization of the necessity of “the 
rule of the profession, by the profession and for 
the profession.” 


TOO MUCH GOVERNMENT IS LIKELY 
TO MAKE OUR PENITENTIARIES 
MOST DESIRABLE COUNTRY 
CLUBS. 

The trend of the times towards the enactment 
of Blue Laws in America if not curtailed. will 
make every one a criminal and will effect mate- 
rially the social status of the penal institutions 

of the country. 

For a decade or more a bunch of would-be re- 
formers have been trying to bolster up a cam- 
paign for the improvement of conditions in 
prisons of the country. So far the movement has 
lacked the necessary influential support. In for- 
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mer times the occupants of federal prisons have 
been chiefly murderers, gunmen, counterfeiters 
and other inmates without material wealth, intel- 
ligence or social standing. The enactment of 
anti-cigarette, anti-lovemaking, prohibition, anti- 
narcotic, espionage and other prohibitive laws, 
young as some of them are, is already changing 
the social status of our penal population. We 
are informed that a certain federal prison at pres- 
ent contains a certain millionaire of social stand- 
ing who was convicted of having a still in his 
cellar, that it also contains the greatest social 
radical in America, a three times presidential can- 
didate, together with many of his followers; that 
there are many business men of high standing 
who, like the millionaire, were unfortunate in 
their methods of procuring alcohol. 

We are reliably informed that at otr peniten- 
tiaries life and environment have undergone a 
revolution. The elite of the outside world come 
daily in automobiles, that books and Juxuries are 
there in abundance, that there is much pleasant 
social intercourse among the inmates and the 
elite from the outside world. ‘The incarcerated 
intellectuals and plutocrats claim that they have 
no complaints to make: that they are treated 
kindly; that they are not asked to work, as a rule, 
and if thev are, they are given light clerical jobs. 
Many of them are gaining flesh and showing gen- 
eral improvement as a result of the prolonged 
rest. Of course, some are dissatisfied and claim 
that a federal prison is not all that it might be. 
At present there is a definite movement on foot 
for the establishment of prison golf links on the 
part of the plutocratic element ; on the other hand, 
the social thinkers have some minor faults to find 
with the prison libraries. As the inmates have 
political influence and money, the improvements 
thev desire will be forthcoming. 

Take a look into the future and picture in 
vour mind’s eve the real situation inside the 
prison grounds when an enormous federal drag- 
net gathers its daily toll of smokers, flirters and 
blasphemers from all sections of the country and 
all social classes. Then, indeed, will these social 
centers be enlivened with brilliant talk, and then 
will the movement for their improvement gain a 
tremendous impetus. It is highly probable or 
at least not improbable that they may become 
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some of the most desirable country clubs in Amer- 
ica. 

“Heaven for Climate,” said the great Mark 
Twain, but “Hell for Society.” And it seems as 
though that natural stopping place on the road 
to the inferno, the calaboose, might become all 
that Mark Twain claims for hades itself. The 


social rounder who now tries to break into so- 
ciety may well be found in the future trying to 


break into jail. 





RATS TO STOP BUBONIC 


PLAGUE. 

The following formula is recommended by the 
United States Public Health Service as being 
the ideal rat killer. 

The most efficient rat poison is Barium Car- 
honate, which is one of the few which a rat fails 
to detect. It is safe to handle, and in amounts 
necessary for use, it is not dangerous to man. It 
has been found that 15 grains are necessary to 
kill a eat, 20 grains to kill a chicken and that 
dogs withstand a dose of 140 grains, while 3 
grains are sufficient to destroy any rat. 

In using barium carbonate, it is recommended 
to mix one pound with three pounds of flour, and 
add sufficient water to make the whole into a firm 
paste. The resulting mass is sufficient for 2,300 
baits each containing 3 grains of barium car- 
bonate. Clean hands and dishes are necessary 
to avoid the addition of extraneous taste and odor 
which might diminish the attractiveness of the 
bait. Baits should be made fresh each day, or 
at most every second day—a hard stale bait is 
rarely eaten by a rat. The baits should be dis- 
tributed in such parts of a building as are fre- 
quented by rats; and this is best done in the eve- 
ning. A record should be kept of the number of 
baits so distributed and the number eaten by 
rats. During poisoning operations, special ef- 
forts should be made to keep all food usually 
available protected from their access. 


KILLING 





WHO WILL FURNISH THE HORSE FOR 
A PAUL REVERE? 


ARE THE CHILDREN OF UNREST WISER THAN 
THE CHILDREN OF ORDER? 


The attempt to arouse the medical profession 
to a realization of its civic duty, while discour- 
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aging, is not hopeless, as evidenced by the exje- 
rience of the professional guild of Kings County, 
New York. When the Guild sent out its firs 
chain letter not a single peripheral responde, 
This may be taken as an index of the apati) 
and indifference of medical men even in stich 
high places as state presidency. 

An officer of the organization mentioned ip 
commenting on their experience says: Ordi- 
narily this would be discouraging, but when 
one has, as we have in organizing the profes- 
sional guild, sent invitations to 250 doctors, 
dentists and druggists in an assembly district 
for an organization meeting and find three men 
responding, and talk with them as earnestly as 
if they were three hundred, and send them out 
to get three each; then address a meeting of 
twelve and do the same thing until an assembly 
district chapter was on its feet and functionating, 
und do practically the same thing in the twenty- 
three assembly districts of Kings County, one 
can realize the task we set for ourselves. 

Passing from the rank and file to officers we 
invite 204 presidents and secretaries of medical, 
dental and pharmaceutical societies in New 
York County to a meeting to organize a guild 
such as we have; two men attended; we called 
another meeting, three responded, we kept at it 
and succeeded in organizing a live guild in New 
York County. 

Organizing the profession is not a pink tea 
problem ; nevertheless, it is an absolutely impera- 
tive duty for some one to arouse the medical pro- 
fession in this country to prepare for their part 
in the war on the intellectuals. If the natural 
guardians of the profession are myopic (or 
worse), there surely must be among us those able 
and willing to furnish the “horse for Paul Re- 
vere.” If we were apostles of disunion and dis- 
order we could have our own newspapers or bul- 
letins for the asking. Are the children of un- 
rest wiser than the children of order? Surely the 
time has arrived when the profession must or- 
ganize, and surely those who are not willing to 
do their share of the work in order to bring 
about this essential condition should be willing 
to pay liberally for the services of some one who 
has the ability and shows a willingness to do the 
work. Procrastination is the thief of time. 
Forewarned is forearmed. 
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THE HEALTH CENTERS BILL IN NEW YORK 
WITH CRITICISMS OF SAME 


Inasmuch as similar bills will be introduced in Illinois and other 
States, we are publishing the New York Bill in full in order that the pro- 
fession may understand at the earliest possible moment, legislation they 
will be called upon to meet. 

The Bill in New York is known as the Sage-Machold Measure, being 
number 1533 in the Senate. 

AN ACT 


To amend the public health law, so as to provide for residents of rural 
districts, for industrial workers and for all others who cannot other- 
wise secure such benefits, adequate and scientific medical and surgi- 
cal treatment, hospital and dispensary facilities and nursing care, 
to assist local medica’ practitioners, and in general to improve the 
health of the inhabitants of the state by authorizing a county, city 
or health district to create and maintain one or more health centers, 
to provide state aid for same, and making an appropriation therefor. 


The People of the State of New York, represented in Senate and As- 
sembly, do enact as follows: 

Section 1. Article three of chapter forty-nine of the laws of 
nineteen hundred and nine, entitled “An act in relation to public 
health, constituting chapter forty-five of the consolidated laws,” 
is hereby amended by inserting therein four new sections to be 
known as sections twenty-b, twenty-c, twenty-d and twenty-e and to 
read as follows: 

§ 20-b. Health districts. The board of supervisors of any 
county, with the approval of the state commissioner of health, 
shall have the power to establish such county, or any part or parts 
thereof, as a health district and in such event shall appoint a board 
of health for each of such districts. The board of health shall consist 
of five members, at least one of whom shall be a graduate of at least 
three years standing of a medical college. The term of office of each 
member of said board shall be five years and the term of one of the 

Inefficient members shall expire annually. The first appointments shall be 

a made for the respective terms of five, four, three, two and one years. 

oe nee The members of the board shall receive no compensation for their 

services but shall be allowed their actual and necessary traveling 

expenses, to be audited and paid in the same manner as the other 

Seriece expenses of the county. When such board of health has been estab- 

Health lished it shall within its district exercise all the powers and perform all 

es the duties of local boards of health conferred by any law or laws or by 
the state sanitary code. 

a Such board of health shall appoint a district health officer who 

“2. Gounett shall possess such qualifications as may be prescribed by the public 

Political health council. Such district health officer shall serve for a term 

State Wide of six years and shall devote his whole time to the duties of his office 

except as hereinafter authorized. He shall within his district 

possess all the powers and duties conferred upon local health officers 

Boards al Health by any law or laws, or by the state sanitary code. The salary of 

pL ed such district health officer shall be fixed by the board of health of 

such district. 

Local health districts now existing within such health district so 
established by the board of supervisors shall continue to exist as 

ring subdivisions of the health district. | Local boards of health within 
such district shall continue to exist and to retain their present powers 
and duties subject to the rulings and ordinances of the district health 
board and shall continue to appoint health officers for such local 
» the districts, as now provided by law. The board of supervisors shall 
ime. Cnepeaien have power within any health district established as hereinbefore 
Convenience provided to consolidate with adjoining districts all local health dis- 

tricts having a population of less than one thousand. When such 


lling 


who 
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consolidation has been ordered by the board of supervisors the same 
steps shall be taken and the same rights and duties devolve upon 
all persons as ensue upon the signing of the order for consolidation 
by the state commissioner of health as provided for in sections twenty 
and twenty-a of this act. Provided, however, that no consolida- 
tion so ordered shall take effect until the expiration of the terms of 
the local health officersa ffected, who are in office on the first day of July, 
nineteen hundred and twenty, unless with the consent of such local 
health officers. The local health officers within the health districts 
when established shall act as deputies to the district health officer. 
They shall, subject to the supervision of the district health officer, 
perform within their local districts all of the duties of local health 
officers and shall serve for the same terms and under the same con- 
ditions as now are, or hereafter may be, prescribed by law. Present 
local health officers in office at the time of the passage of this act 
shall act as such deputies during their present term of office and shall 
be eligible for reappointment if they have complied with the quali- 


Those Qualifications? fications of the public health council, and hereafter no one shall tx 
ha, ol appointed as local health officer unless he has complied with the quali- 
Plan fications prescribed by the public health council or has been duly ex- 
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empted from said qualifications by the said council. 

§ 20-c. Health centers. The board of supervisors of any count) 
may establish therein a health center or centers which shall serve 
the whole or part of the county. In the resolution of the board 
of supervisors establishing such health center they shall define the 
area which it is intended to serve. Such board when it has decided 
to establish a health center shall formulate a general plan for the 
same which may include any one or more of the parts hereinafter 
set forth, and which shall be subject to the approval of the state 
commissioner of health. Any one or more of the following parts 
of such health center may be established at one time with the approval 
of the state commissioner of health: 

a. For the erection of hospitals or for arrangements with evist- 
ing hospitals or other institutions, or both, so that they shall form 
essential parts of the health center. Such hospital provision may 
include as units thereof, hospitals or other kindred institutions now 
existing, or hereafter established, and special pavilions for the care 
of tuberculosis and other communicable diseases, and for children, 
maternity cases, for mental diseases and other groups of diseases. 

b. Clinics for outpatients, including especially those now regarded 
as public health clinics, such as maternity, prenatal and child welfar 
clinics, those for tuberculosis and venereal disease, mental and nervous 
diseases and defects, clinics for school children, dental clinics, and also 
general medical, surgical and diagnostic clinics. 

ce. For clinical, bacteriological, X-ray and chemical laboratories 
auxiliary to the state laboratories affording modern laboratory 
facilities needed in the diagnosis and treatment of disease, with 
services at a modern charge or fee if the person served is found by the 
superintendent of the health center to be unable to pay in accordance 
with the procedure hereinafter set forth in paragraph number six 
of the duties of the superintendent. 

d. For public health nursing service for all parts of the district. 

e. For co-operation with the department of education in securing 
proper medical supervision and medical inspection for school children 
and assisting: in providing the facilities to enable practitioners to 
secure adequate treatment for all school children showing physical 
defects or disease. 

f. For periodical medical examination of such inhabitants of 
mg district as desire it and are willing to pay a proper charge there- 
or. 

g- For headquarters for ALL OTHER public health, medical, 

nursing and other public welfare agencies of the district which wish 
to utilize the same. 
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The location, site, plans and initial fixed equipment of the health 
center and of any part or parts thereof shall be subject to the ap- 
proval of the state commissioner of health. The state commis- 
sioner of health and the state architect shall provide model plans 
for such centers for any community requesting the same. The 
board of supervisors when they shall have determined to establish 
such health district shall have the following powers: 

1. To purchase or lease real property therefor or acquire such 
real property and easements therein. Provided, however, that no 
such property shall be purchased or acquired until such purchase 
or acquisition shall have been approved by the state commissioner 
of health. 

2. To enter into contracts for the erection of all necessary build- 
ings and the alteration of any buildings on the property when 
acquired for the use of such health center or any part or parts 
thereof. Provided that the location of the buildings and the plans 
and specifications for such erection and alteration, together with 
the initial fixed equipment, shall first have been approved by the 
slate commissioner of health. Any changes in such locations or 
plans made subsequent to the approval of the state commissioner 
of health shall also be approved by him, and the state commissioner 
of health and his duly authorized representatives shall have the 
power to inspect all parts of such health centers during the course 
of their construction or alteration for the purpose of seeing that 
such plans or specifications are complied with. 

3. To cause to be assessed, levied and collected such sums of 
money as it shall deem necessary for suitable lands, buildings and 
improvements for such health center, or part or parts thereof, and 
for the maintenance thereof, and for all other necessary expendi- 
tures. Provided, however, that where the health center is intended 
to serve less than a whole county, the expenditures made in con- 
nection therewith shall be assessed only against the district served 
by the health center. Said board of supervisors shall also have 
power to borrow money for the erection of such health center, 
or parts thereof, and for the purchase of a site therefor, on the 
credit of the county and issue county obligations therefor in the 
same manner as it may do for other county purposes. 

4. To accept and hold in trust for the county any grant or de- 
vise of land or any gift or bequest of money or other personal prop- 
erty or any donation to be applied, principal or income, or both, 
for the benefit of the said health center or any part or parts thereof, 
and apply the same in accordance with the terms of the gift. 

5. To appoint a board of managers of the health center which 
shall consist of seven members one of whom shall be the county 
judge ex officio. Of the others, two shall be physicians duly li- 
censed to practice in the state of New York and at least ONE 
SHALL be a woman. The board shall hold a meeting at least once 
each month and for each regular meeting, each member attending 
shall receive the sum of five dollars and his or her actual and neces- 
sary traveling expenses, to be audited and paid in the same manner 
as the other expenses of the health center. Special meetings may be 
called from time to time in such manner as the by-laws may pro- 
vide. For attendance at such special meetings no fees shall be paid 
to members. The members of such board, with the exception of 
the county judge, shall be first appointed so that the term of one 
member shall expire within one year from the first day of January 
of the year in which he shall have been appointed, the term of 
another member shall expire within two years from the first day 
of January of the year in which he shall have been appointed, the 
term of another member shall expire within three years from the 
first day of January of the year in which he shall have been ap- 
pointed, the term of another member shall expire within four years 
from the first day of January of the year in which he shall have 
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been appointed, the term of another member shall expire within 
five years from the first day of January of the year in which he 
shall have been appointed, and the term of the remaining member 
shall expire within six years from the first day of January of the 
year in which he shall have been appointed. Thereafter, the 
terms of membership shall be made for six years from the first 
day of January of the year in which the appointment is made. 

The board of managers of each health center shall have the following 
powers and duties: 

1. To appoint a superintendent of the health center, or any part 
thereof, who may also be secretary and treasurer of the board of 
managers. The district health officer may be appointed as such 
superintendent. Any person appointed as such superintendent 
shall comply with the qualifications prescribed by the public health 
council. 

2. To fix the salaries of the superintendent of the health center and 
of all other officers and employees, within the limits of the appro- 
priations made therefor by the board of supervisors. 

3. To exercise general management and control of said health center, 
of the grounds, buildings, officers, attending physicians, employees 
and inmates thereof, and of all matters relating to the govern- 
ment, discipline, contracts and physical concerns thereof. 

4. To make such rules and regulations as may be advised by the medi- 
medical board as necessary for the medical and surgical care and 
treatment of patients and for the study of the nature and cause of 
death in cases terminating fatally. They shall make rules and 
regulations regulating the fees to be charged for all medical and surgi- 
eal services in such hospital, and fixing the salaries of attending 
physicians and all other rules and regulations necessary for the 
carrying into effect of the purposes of such health center. It is 
the purpose of this act to provide, through the co-ordinated work 
of experts in the different departments of medical practice, adequate 
facilities for accurate diagnosis and efficient treatment of disease. 
Boards of managers are directed to carry this purpose into effect 
so far as practicable. 

Physicians and surgeons rendering services in hospitals and clinics 
shall be properly compensated for their services and boards of 
managers shall see that such compensation is provided. 

5. Notwithstanding any other general or special law, to erect all 
additional buildings found necessary after the health center has 
been placed in operation and make all necessary improvements 
and repairs within the limits of the appropriations made 
therefor. Provided that the location of the buildings and _ the 
plans and specifications for such additional buildings, improve- 
ments and repairs shall first be approved by the state commissioner 
of health. 

6. To employ, within the limits of its appropriations, public health 
nurses for the discovery of cases of communicable or other di- 
seases, for the visitation of such cases and of patients discharged 
from the health center hospital or from any other part of such 
health center, and for the performance of such other duties as may 
seem proper. 

7. To appoint a medical board which shall have charge of the 
medical and surgical affairs of the health center. 

8. To appoint and employ, after consultation with the medical 
board, all members of the medical, surgical and laboratory staff 
of the health center. All persons appointed to such positions 
shall comply with such requirements as may be prescribed by the 
public health council. 

The superintendent of such health center shall be the executive 
officer of all hospitals, clinics, laboratories and other activities 
of the health center and, subject to the board of managers and 
the approval of the state commissioner of health, shall: 
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1. Equip the health center hospital and all other parts of such 
health center with all necessary furniture, appliances, fixtures 
and other needed facilities for the care and treatment of patients 
and for the use of officers and employees thereof, and purchase 
all necessary supplies within the appropriations made therefor. 

2. Have general supervision and control of the internal affairs 
of the health center and maintain discipline therein and enforce 
compliance with and obedience to all rules, by-laws and regula- 
tions adopted by the board of managers for the government and 
control of such health center and the employees and inmates there- 
of. He shall make and enforce such further rules, regulations 
and orders as he may deem necessary, not inconsistent with law 
or with the rules and regulations of the board of managers. 

3. Appoint such other employees as he may think necessary 
and proper within the limits of his appropriations, except the at- 
attending physicians. 

4. Cause proper accounts and records of the business and opera- 
tion of the health center to be kept; certify all bills and accounts 
including salaries and wages, and transmit them to the board 
of supervisors which shall provide for their payment in the same 
manner as other charges against the county. 

5. Receive, subject to the rules and regulations of the board 
of managers of the health center, into such health center, or to 
any part thereof, in order of application, or treat in such clinics, 
dispensaries, et cetera, any person in the health district, who is in 
need of medical or surgical care, irrespective of whether such person 
is able to pay for such care or not. 

6. Cause to be made such inquiry as he may deem necessary 
as to the ability of each patient, or the relatives of such patient 
legally liable for his support, to pay for his care and treatment. 
If he shall find that such person, or said relatives are able to pay 
for such care and treatment in whole or in part an order shall be 
made by the superintendent directing the patient or said relatives 
to pay to the treasurer of said health center for the support or treat- 
ment of such person, a specified sum per week in proportion to their 
financial ability, but not in excess of the actual cost of mainte- 
nance. He shall have the same power and authority to collect 
such sum from the patient or his relatives legally liable for such sup- 
port as is possessed by an overseer of the poor. If the superin- 
tendent finds that such patient or said relatives are able to pay 
only in part, or not at all, for the care and treatment in said hospital, 
the unpaid cost of maintenance or treatment shall becom ea charge upon 
the county or district. Provided, that in case such patient has not 
acquired a settlement within such health district under the pro- 
visions of the poor law, the superintendent of such health center 
shall collect from the town, city, village or health district in which 
such person has a settlement the cost of his maintenance, or may 
in his discretion return such patient to the town, city, village, 
county or health district in which he has a settlement. No em- 
ployee of such health center, except physicians, shall receive or 
accept from any patient thereof, any fee, payment or gratuity 
whatsoever. Any physician who has been attending any patient 
prior to such patient’s admission to the hospital of the health center 
shall be allowed, if the patient so desires, to continue such treatment 
while the patient remains in the hospital. 

7. Cause to be kept proper records of the admission and treat- 
ment of each patient, including name, age, sex, color, marital re- 
lation, residence, occupation, place of last employment and the 
names and addresses of his or her nearest relatives. He shall 
also cause a careful examination to be made and recorded of the 
physical condition of all persons admitted to or treated at the 
hospital and shall cause a record to be kept of the condition of 
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such patient during treatment and when discharged and from 
time to time thereafter. 

8. Discharge from such hospital or cease to provide treatment 
for any patient who is found to have recovered sufficiently from 
his illness no longer to be in need of hospital care, or other treat- 
ment, or who shall violate wilfully or habitually the rules or who 
for any reason is no longer a suitable person for treatment. 

9. Collect and receive all moneys due the health center, keep 
an accurate account of the same and report the same to the monthly 
meeting of the board of managers and transmit the same within 
ten days after such meeting to the treasurer of the county. 

10. Give a bond before entering upon the discharge of his du- 
ties, in such sum and with such securities as the board of managers 
may approve, to secure the faithful performance of his duties. 

§ 20-d. Health centers in cities. The common council or any 
body exercising similar duties in any city, and the board of esti- 
mate and apportionment in the city of New York, shall have the 
power, with the approval of the state commissioner of health, to es- 
tablish a health center or centers in such city and to define the 
limits thereof. Upon the establishment of such health center by 
such city all the powers and duties herein provided for in relation 
to the health centers shall devolve upon the corresponding offi- 
cials of the city, excepting that the mayor shall appoint the mem- 
bers of the board of managers of such health center and that the 
board of health of such city, if there be such board of health, and 
the health officer thereof shall be appointed as now or _here- 
after provided for by law. All of the provisions of section twenty-c 
hereof shall apply in so far as practicable to health centers when es- 
tablished in cities. 


§ 20-e. State aid. Where such health district or health center 
shall have been established with the approval of the state com- 
missioner of health, the state, through the legislature, shall pro- 
vide the following aid: 

a. For the construction and equipment of hospitals one-half of 
the cost thereof, such payment not to exceed seven hundred and 
fifty dollars per bed established in such hospital, and for this pur- 
pose no aid shall be granted from the state for beds in excess of 
one to each five hundred of the population affected. 


b. A grant of seventy-five cents per day for each free patient masn- 
tained in any hospital operated as a part of such health center. 

ce. A grant for the establishment of each outpatient clinic of 
the health center equal to one-half of the cost of installation, the 
amount to be paid by the state for this purpose not to exceed five 
thousand dollars per clinic. 


d. A grant towards the ordinary current expenditures for free 
treatments, in such clinic not to exceed fifty per centum of such 
cost and not to exceed an average of twenty cents per treatment. 

e. A grant of one-half of the actual cost of maintenance of the 
laboratory and laboratories of health centers not in excess of thre: 
thousand dollars per annum for each laboratory and of fifteen hun- 
dred dollars towards the initial installation and equipment of such 
laboratory. 

f. A grant of ten cents per capita per annum towards the salaries 
of deputy health officers in such health districts where the local district 
has less than fifteen hundred population, and of five cents per 
capita per annum towards the salaries of deputy health officers in 
local districts having a population between fifteen hundred and three 
thousand, in addition to such salaries as they are entitled to receive 
from the local treasurer. 

Provided, however, that no state aid in excess of the above speci- 
fied amounts shall be granted hereunder in counties or districts 
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having more than fifty thousand population if more than one health 
center is established for each fifty thousand inhabitants, or major 
fraction thereof. 

It is the intention of this act to provide additional hospital 
and clinical facilities and, therefore, no grant from the state here- 
inbefore provided for shall be given to any public institution which 
is already established at the time of the passage of this act, except- 
ing clinics especially established for prenatal, maternity and post- 
natal care, and those for children, tuberculosis and venereal 
diseases. 

The salaries and traveling expenses of consultants, experts and 
other employees of the state department of health, and other ex- 
penses necessarily incurred by the state department of health in 
the execution and enforcement of this act shall be paid from the 
sum appropriated for grants towards maintenance and operation 
of health centers as hereinbefore specified, such sum for this pur- 
pose not to exceed two hundred and fifty thousand dollars in any 
one year. 

The work of all health centers, including hospitals, clinics, 
laboratories, et cetera, connected therewith, shall be inspected and 
standardized by the state department of health, and all the state 
grants herein provided for shall be paid only on the written ap- 
proval of the state commissioner of health after inspection of such 
center and the work done therein. 


Provision shall be made by the state commissioner of health for 
occasional or periodical consultations and clinics at the health 
centers by specialists in medicine and surgery. To these consulta- 
tions and clinics health officers and physicians may bring their 
patients for assistance in diagnosis and for advice as to treatment. 
Persons able to pay in whole or in part for consultative services shall 
be charged a reasonable sum therefor and the sum so received 
shall be paid into the treasury of the health center. 

It is not intended that this arrangement shall in any way affect 
the private relation which may exist between the patient and his 
own physician who brings him to the health center. 

Health center laboratories shall be under the supervision of the 
director of the state health department laboratories and the facili- 
ties of the state laboratory service shall be available at all times 
to supplement those of the laboratories of the health centers. 

§ 2. There is hereby appropriated out of any moneys in the 
treasury of the state not otherwise appropriated, to be available 
on the first day of July, nineteen hundred and twenty, the sum 
of one hundred thousand dollars ($100,000) for carrying out the pur- 
pose of this act and for the expenses incurred by the state depart- 
ment of health in putting this act in operation, to be payable by 
the state treasurer on the warrant of the comptroller on the 
certificate of the state commissioner of health. 


Professional Guilds of 
Kings County, N. Y. 


§ 3. This act shall take effect immediatelty. 
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ANNUAL ASSEMBLY TRI-STATE 


MEDICAL ASSOCIATION 
Waterloo, Iowa, October 4, 5, 6 and 7 
Headquarters, Russell Lamson Hotel 


DISTRICT 


October 4, 
3:00 to 10:00 A. M. Registration for Doctors and 
Ladies at First Congregational Church, corner North 
Fourth and South Streets. 
:00 to 12:00 A. M. Address and Diagnostic Clinic 
(Pediatrics). Dr. Julius P. Sedgwick, Professor of 
Pediatrics, University of Minnesota Medical School, 
Minneapolis, Minnesota. 
Dr. Frederick C. Rodda, Assistant Professor of 
Pediatrics, University of Minnesota Medical School, 
Minneapolis, Minnesota. 


1920 


Afternoon Session 
:00 to 3:00 P. M. Diagnostic Clinic (Medical). Dr. 
William Engelbach, Professor of Medicine, St. 
Louis University School of Medicine, St. Louis, 
Missouri. 

Dr. Charles L. Mix, Professor of Medicine, Head 
of the Department of Medicine, Loyola University 
Medical School, Chicago, Illinois. 

Dr. Leonard G. Rowntree, Professor of Medicine, 
University of Minnesota Medical School, Minneap- 
olis, Minnesota. 

3:00 to 3:30 P. M. Intermission. 
3:30 P. M. Diagnostic Clinic (Surgical). 
F, Binnie, Kansas City, Missouri. 
Dr. Robert B. Osgood, Boston, Massachusetts. 


Dr. John 


Evening Session 

7:00 P. M. Address of Welcome. 
Frisbie, Mayor of Waterloo. 

Response to Address of Welcome. Dr. 
P. Sloan, Bloomington, Illinois. 

7:45 P. M. Public Address for the Physicians and 
Citizens of Waterloo. Surgeon-General Hugh S. 
Cumming, United States Public Health Service, 
Washington, D. C. 

9:00 P. M. Reception and Entertainment for Doctors, 
Ladies and Guests. 


Hon. Nelson 


Edwin 


Second Day—October 5, 1920 

00 A. M. Diagnostic Clinic (Surgical). Dr. Robert 
T. Morris, Emeritus Professor of Surgery, New 
York Post-Graduate Medical School, New York, 
New York. 

00 A. M. Diagnostic Clinic ( Medical). 
Stengel, Professor of Medicine, 
Pennsylvania School of Medicine, 
Pennsylvania. 

9:00 A. M. Malnutrition in School Children. Occur- 
rence, Significance, Treatment. Dr. Fred Moore, 
Des Moines, Iowa. 

Discussion Led by Dr. 
Ottumwa, Iowa. 
:20 A. M. Report of a Case of Cardiospasm with 
Enormous Dilatation of the Esophagus. Dr. Thomas 
J. Snodgrass, Janesville, Wisconsin. 


Dr. Alfred 
University of 
Philadelphia, 


William J. Herrick, 


September, 1920 


John F. 


Discussion Led by Dr. Pember, Jane. 
ville, Wisconsin. 

9:40 A. M. Treatment of Inoperable Cyst Adenoma 
of Ovary by Laparotomy and Radium. Dr. Pan! 
Markley, Rockford, Illinois. 

Discussion Led by Dr. Charles W. Hanford, C! 
cago, Illinois, 

10:00 A. M. Phlebitis in the Puerperium. (Report 
of a Case.) Dr. Edward T. Edgerly, Ottumw. 
Iowa. 

Discussion Led by Dr. Fdward S. Murphy, Dix 
Illinois, 

10:20 A. M, Pneumococcus Peritonitis. Dr. 
I’, Marshall, Appleton, Wisconsin. 

David J. 


Vic tor 


Discussion Led by Dr. 
du Lac, Wisconsin. 

10:40 A. M. Intermission. 

11:10 A, M. Principles of Drainage in Empyema 
Dr. John F. Binnie, Kansas City, Missouri. 


Twohig, Fond 


Afternoon Session 
00 P. M. President’s Address. 
trown, Milwaukee, Wisconsin. 
:20 P. M. The Teeth in Their Relation to Systemic 
Disease or Infection, from the Standpoint of 
Radiologist. Dr. Fred S. O’Hara, Springtield 


Dr. George V. | 


Illinois. 
Discussion Led by Dr. Arthur E. Rodgers, Bloom 
ington, Illinois, and Dr. Arthur W. Erskine, Ceda 
Rapids, Iowa. 
:40 P. M. Intestinal Sand, with Report of a Case 
of Twenty Years’ Standing. Dr. Frank M. Fuller 
Keokuk, Iowa. 
Discussion Led by Dr. 
Des Moines, Iowa. 

2:00 P. M. The Outlook for the Fourth Area of 
Surgery. Dr. Robert T. Morris, Emeritus Professor 
of Surgery, New York Post-Graduate Medical 
School, New York, New York. 

3:00 P. M. Diabetes Insipidus and the Regulation 
of Water Balance. Dr. Leonard G. Rowntree, Pro- 
fessor of Medicine, University of Minnesota Med- 
ical School, Minneapolis, Minnesota. 

3:40 P. M. 


Tom B. Throckmorto: 


Tuberculosis Among Our Soldiers 
Daniel 


Manifested by Autopsy Findings. Dr. 


Glosmet, Des Moines, Iowa. 

Discussion Led by Dr. John W. Shuman, Siou 
City, Iowa. 
00 P. M. Intermission. 

730 P. M, (Subject Announced Later.) Dr. Alired 

Stengel, Professor of Medicine, University 

Pennsylvania Medical School, Philadelphia, Pe: 

sylvania. 

Evening Session 
7:00 P. M. Roentgenologic Aspect of Pulmona: 

Metastis. Dr. Russell D. Carman, Professor of 

Roentgenology, University of .Minnesota Graduate 

School of Medicine, Rochester, Minnesota. 

:40 P. M. Encephalitis Lethargica. Dr. Charles | 

Mix, Professor of Medicine, Head of the Depart 

ment of Medicine, Loyola University Medical 

School, Chicago, Illinois. 
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3-20 P. M. Address. Surgeon-General Hugh S. 
Cumming, United States Public Health Service. 
Washington, D. C. 

General Discussion on Public Health, by Dr. 
Cornelius A. Harper, Secretary, State Board of 
Health, Madison, Wisconsin; Dr. Guilford H. Sum- 
ner, Executive Officer, Iowa State Board of Health, 
Des Moines, Iowa; and Dr. St. Clair Drake, Direc- 
tor, Department of Public Health, Springfield, 
Illinois. 

Note: Some time during the day, on October 5, 
Dr. Edwin Henes, Jr., of Milwaukee, Wisconsin, 
will read a paper on “The Surgical Treatment of 
[yphoid Carriers.” 

Dr. S. W. McKelvey, Peoria,, Ill, will present a 
paper on Ankylosis of the Inferior Maxilla. 


Third Day—October 6, 1920 


7:00 A. M. Diagnostic Clinic (Medical). Dr. Har- 
low Brooks, Professor of Clinical Medicine, Uni- 
ersity of Bellevue Hospital Medical School, New 
York, New York. 

7200 A. M. Diagnostic Clinic (Surgical). Dr. George 
\V. Crile, Professor of Surgery, Western Reserve 
University School of Medicine, Cleveland, Ohio. 

1:00 A. M. Megalocolon, or Hirschsprung’s Disease. 
Dr. Thomas W. Nuzum, Janesville, Wisconsin. 

Discussion Led by Dr. John M. Dodd, Ashland, 
\\ isconsin. 

9:20 A. M. Tumors of the Breast. Dr. William Jep- 
son, Sioux City, Iowa. 

Discussion Led by Dr. William J. Egloff, Mason 
City, Towa. 
140 A. M. Mental Reconstruction. 


Dr. Ralph T. 


linton, Illinois State Hospital, Elgin, Illinois. 
Discussion Led by Dr. George Mitchell, Peoria, 
Illinois, and Dr. Frank I. Drake, Superintendent 

\\isconsin State Hospital, Mendota, Wisconsin. 
10:00 A, M. Results in the Open Treatment of Frac- 


tures. Dr. Joseph F. Smith and Dr. Merrit L. 
Jones, Wausau, Wisconsin. 
Discussion Led by Dr. Wilson Cunningham, 
Platteville, Wisconsin. 
10:20 A. M. Subsequent Treatment in Casualty Cases. 
Dr. Don W. Deal, Springfield, Illinois. 

Discussion Led by Dr. Roland Hazen, Paris, 
Illinois. 
lw40 A, M 

\. M. Standardization of Methods of Treat- 
ment in Orthopedic Surgery and in Industrial Sur- 
gery of the Extremities and Spinal Column. Dr. 
Robert B. Osgood, Boston, Massachusetts. 


Intermission. 


Afternoon Session 
1:00 P. M. The Significance of Globoid Bodies and 
heir Cultivation by Newer Bacteriological Methods. 
Dr. William Thalheimer, Milwaukee, Wisconsin. 
Discussion Led by Dr. John J. Seelman, Milwau- 
kee, Wisconsin. 
1:20 P. M. (Subject Announced Later.) 
Fairchild, Jr., Clinton, Iowa. 
Discussion Led by Dr. Alanson M. Pond, Presi- 


Dr. David 


3:00 PL M 


3:20 P. M. 


320 P. M. 


40 P.M. 


EDITORIAL 


dent-Elect, lowa State Medical Society, Dubuque. 
Iowa. 


:40 P. M. The Physician as a Business Man. Dr. 


Charles L. Best, Freeport, Illinois. 
Discussion Led by Dr. William E. Fairfield, Green 
Bay, Wisconsin. 


2:00 P. M. The Newer Conceptions of the Relation 


of the Liver to the Problems of Abdominal Surgery. 
Dr. George W. Crile, Professor of Surgery, Western 
Reserve University School of Medicine, Cleveland, 
Ohio. 
Cancer of Cervix and Rectum. ( Plea 
for Less Radical Surgery.) Dr. Donald McCrae, 
President, Iowa State Medical Society, Council 
Bluffs, Iowa. 

Discussion Led by Dr. Peter A. Bendixen, Daven- 
port, Iowa. 
(Subject Announced Later.) Dr. Horace 
M. Brown, Milwaukee, Wisconsin. 

Discussion open. 


::40 P.M. Basal Metabolism. Dr.’ Joseph S. Evans, 


Professor of Clinical Medicine, State University 

School of Medicine, Madison, Wisconsin. 
Discussion Led by Dr. Alfred W. Gray, Mil- 

waukee, Wisconsin. 

00 P. M. Intermission. 

30 P. M. The Lessons of War Service for the 

Internist. Dr. Harlow Brooks, Professor of Clinical 

Medicine, University of Bellevue Hospital Medical 

School, New York, New York. 


Evening Session 


7:00 P. M. Removal of Acute and Chronic Fractured 


Os Calcis. Dr. Claude R. G. Forrester, Professor 
of Clinical Surgery, Chicago College of Medicine 
and Surgery, Chicago, Illinois. 

Discussion Led by Dr. Robert A. Hanna, Peoria, 
Illinois. 

Removal of the Adherent Placenta in 
Abortions. Dr. Charles E. Ruth, Des Moines, Iowa. 

Discussion Led by Dr. Clifford U. Collins, Peoria, 

Illinois, 
The Choice of a Cataract Operation. Dr. 
Harry W. Woodruff, Professor of Ophthalmology, 
Chicago Eye, Ear, Nose and Throat College, Joliet, 
Illinois. 

Discussion Led by Dr. Alonzo B. Middleton, 
Pontiac, Ilinois, and Dr. Arthur L. Hagler, Spring- 
lield, Illinois. 

00 P. M. Disorders of the Pituitary Gland. Dr 
\Villiam Engelbach, Professor of Medicine, St. Louis 
University School of Medicine, St. Louis, Missouri 


45 P. M. Cancer of the Large Bowel. Dr. Carl B. 


Davis, Assistant Professor of Surgery, Rush Med- 
ical College, Chicago, Illinois. 


9:30 P. M. Stereopticon Clinic. Tumor Formation in 


the Mineral, Vegetable and Animal Kingdoms. 
Commander William Seaman Bainbridge, M. C., 
U. S. N. R. F., Acting Operating Surgeon Brooklyn 
Naval Hospital, Consulting Surgeon Third Naval 
District, New York, New York. 


Smoker. 
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Fourth (Last) Day—October 7, 1920 

00 A. M. Diagnostic Clinic (Medical). Dr. Lewellys 
F. Barker, Professor of Medicine, Johns Hopkins 
University Medical Department, Baltimore, Mary- 
land. 
:00 A. M. Diagnostic Clinic (Surgical). Dr. Harvey 
Cushing, Professor of Surgery, Medical School of 
Harvard, University, Cambridge, Massachusetts. 
9:00 A. M. Painful Shoulder. Mechanics, Diagnoses, 
and Special Methods of Treatment. Dr. Paul B. 
Magnuson, Chicago, Illinois. 

Discussion Led by Dr. Walter W. Greaves, La 
Salle, Illinois. 
9:20 A. M. Focal Infection, with Special. Reference 
to Chronic Arthritis and End Results. Dr. Walter 
L. Bierring, Des Moines, Iowa. 

Discussion Led by Dr. William H. Rendelman, 
Davenport, Iowa. 
9:40 A. M. The Medical Profession Safeguarding 
Americanism. Dr. Charles J. Whalen, Editor 
Ittrnots Mepicat JourNAL, Chicago, Illinois. 
10:00 A, M. Variations in Build of Body in Relation 
to Disease. Dr. Charles R. Bardeen, Dean and 
Professor of Anatomy, University of Wisconsin 
School of Medicine, President, Wisconsin State 
Medical Society, Madison, Wisconsin. 

Discussion Led by Dr. Otto A. Feidler, Sheboygan, 
Wisconsin. 
10:20 A. M. Intermission. 
10:50 A. M. The Physician as a Citizen. Dr. Charles 
E. Humiston, Associate Professor of Clinical Sur- 
gery, University of Illinois College of Medicine, 
President-Elect of the Illinois State Medical Society, 
Chicago, Illinois. 

Discussion Led by Dr. 
Edwardsville, Illinois. 
11:10 A. M. The Human Breast. A Plea for Well- 
Directed Treatment, Based on a More Accurate 
Diagnosis. Commander William Seaman Bain- 
bridge, M. C., U. S. N. R. F., Acting Operating 
Surgeon Brooklyn Naval Hospital, Consulting Sur- 
geon Third Naval District, New York, New York. 


Edward Fiegenbaum, 


Afternoon Session 
:00 P. M. Some Surgical Cases with a Lesson. Dr. 
Edward Evans, La Crosse, Wisconsin. 

Discussion Led by Dr. John L. Yates, Professor 

of Clinical Surgery, Marquette University School 
of Medicine, Milwaukee, Wisconsin. 
:20 P. M. The Clinical Signs and Symptoms of 
Exophthalmic Goiter. Dr. Campbell P. Howard, 
Professor of Medicine, State University of Iowa 
College of Medicine, Iowa City, Iowa. 

Discussion Led by Dr. John T. Strawn, Des 
Moines, Iowa. " 

:40 P. M. Group Diagnosis and Therapy. Dr. 
Lewellys F. Barker, Professor of Medicine, John 
Hopkins University Medical Department, Baltimore, 
Maryland. 

(Subject Announced Later.) Dr. Hubert 
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3:40 P. M. Intermission. 

4:00 P. M. The Special Field of Neurological Su: 
gery. Dr. Harvey Cushing, Professor of Surge: 
Medical School of Harvard University, Cambridg 
Massachusetts. 


BaNovet, 6:30 P. M. 

Addresses by Dr. Hubert Work, President-Elec: 
American Medical Association, Pueblo, Colorad 
eminent men of the profession who are guests of 
Association, and other distinguished citizens of : 
United States. 

The Presidents of the States Societies are: \\ 
consin, Dr. Charles R. Bardeen, Madison; [llin 
Dr. William F. Grinstead, Cairo; and Iewa, Dr. D 
ald McCrae, Council Bluffs. 

[Signed] 
President, 
Georce V. I. Brawn, 
Milwaukee, Wis. 
Managing Director, 
Wittam B. Peck, 
Freeport, Ill. 
Secretary, 
Domer G, SMITH, 
Freeport, IIl. 

The physicians of Illinois are most cordially invit 

to attend the meeting and participate in the program 


Program Committee, 
Joun F. Pemper, 
Janesville, Wis. 
Joun F. Herrick, 
Ottumwa, Iowa. 
Epwin P. SLoan, 
Bloomington, III. 


EXCESSIVE STANDARDIZATION | SU! 
PRESSES INDIVIDUALISM, DWARFS 
GENIUS AND CREATES A STAND- 
ARD DOCTOR 

In an address by Franklin kK. Lane, after he 
recently granted an honarary degree of Doctor 
Laws by Harvard University, he warned the count: 
against over-industrialism and over-standardizat 
declaring that men of business have run mad a 
fostered standardization in trade and industry until 
the workman finds no chance for the expression 
his own individual genius. 

The late John B. Murphy, of Chicago, in an aft 
dinner address during a session of the Ameri 
Congress of Surgeons in New York some years ag 
called attention to the same thing, not only in medi: 
education, but in the whole scholastic education 
our children, and for this reason was a staunch su; 
porter of the Gary system. He, too, maintained t! 
excessive standardization suppresses 
dwarfs genius and creates a standard doctor wit 
consequent decreasing instances of development 
individual unusual talents. He believed that the med 
ical school of several decades ago fostered individual! 
ism, which resulted in relatively larger numbers 
men with unique ability. 

If these are facts, they should not fail to influen 
for the better the broad plans in this period of re- 
construction for the future development of America! 
professional education and of American industry mat 


individualism 


aged by men of outstanding ability in the large affairs 
of today. There is doubtless a very great deman(| 


Work, President-Elect, American Medical Associa- 
tion, Pueblo, Colorado. 
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er the standardized product, but there is also a 
considerable demand for a _ product distinctly 
outside the standardized class and quality. It has 
been said that the separate endowment of men vary- 
ing in intelligence, ingenuity and balanced judgment 
is a necessary constituent in the ore of mankind; to 
subject all this varying ore to the same process of 
reduction, to attempt to fit all men’s powers into a 
Procrustean standard, is to attack common sense and 
waste opportunity— Medical Record. 





tHE ATTITUDE OF THE EPISCOPAL CHURCH 
Tue HEALING Power OF PRAYER 
the Editor: The letter signed by “One Who 
\Vants to Know,” in the April issue of the JourNAL, 
criticizes the Episcopal Church and the 
nt Christian Healing held at Grace 
thedral, San Francisco. 
ir. Hickson in his address to the sick, told 
m not to forsake their physicians, but to honor 
n with the honor due them, for the good work 
are doing for humanity. But as every physi- 
will admit, God is the ultimate source of all 
ling, and to the firm believer in God “all things 
possible.” 
fr. Hickson’s method has no connection with 
hotherapy, neither is it healing by mental sugges- 
It is healing through the power of prayer, in 
lience to the command of Christ “to heal the 
Of course, to a person, who never prays, to 
man whose spiritual life is atrophied, it may seem 
nge, but to the man of spiritual habits, to the 
ver in Jesus Christ, prayer is a mighty power. 
war between physical healing, as 
ticed by physicians and surgeons, and spiritual 
ling. There must be co-operation between those 
icking evil from the physical side and those at- 
king it from the spiritual side. God works from both 
ies. Any broadminded doctor must admit that God 
s heal through surgery and through medicine. He 
at times heal through mental suggestion. Yes, 
cs at times heal through the power of prayer. 
tead of criticizing, let us as physicians and sur- 
ns make greater use of the Power of Prayer. It 
| make us better physicians and surgeons. From 
“One Wuo Knows.” 
ne 25, 1920, San Jose, Calif. 
C. S. J. of M. 


ustly 


Mission 


there is no 





!RUE OBJECT OF HARRISON NARCOTIC 
LAW 

ted States vs. Parsons, (U. S.), 261 Fed. R. 223) 
lhe United States District Court, District of Mon- 
says that the Harrison Narcotic Law is osten- 
a revenue measure, and within limits, the courts 
recognize it as such. At the same time, any 
with sense enough to be at large without a keeper 
ws that the revenue feature, which possibly re- 
s cents for dollars spent in administration, is only 
tion and device to enable Congress, otherwise dis- 
bled to suppress opium traffic and use, to hinder and 


EDITORIAL 


obstruct such traffic so far as may be done incidentally 
to the exercise of revenue power. It is one of many 
like and regrettable devices to evade constitutional 
limitations, to impose duties of the states on the 
United Statets, and to vest the latter with nondelegated 
and reserved police power of the former. The limits 
are that, if in any such measure Congress incorporates 
arbitrary and unreasonable inhibitions, in that they are 
not calculated to promote the revenue features, but 
intended to promote some object not within congres- 
sional power, to that extent the statute is unconstitu- 
tional and void, and the courts are bound so to declare 
it. Section 2 must be construed to be in aid of the 
only object of the act that is constitutional, namely, 
to create and safeguard revenue. Nothing in Section 
2 forbids purchases for any lawful use. Among such 
may be purchase to destroy, to absorb the supply, to 
prevent purchase by others, or to obstruct illegal 
traffic, all of which are lawful purposes, and none 
of which are within Section 2, even as purchase for 
personal use is not; and a demurrer is sustained to 
ah indictment that charged purchase for personal use. 
J. A. M. A. 





A REMARKABLE CASE OF APPARENT DEATH 

Rautenberg reports the case of a nurse, aged 23, 
who, October 27th, 1919, took in one dose 26 grains 
of morphine and 75 grains of veronal. When found 
in the park next day life was almost extinct. She was 
thought to have died in the ambulance. The indica- 
tions of death were: Rigidity; intense pallor; absence 
of reflexes, pulse, respiration and heart beat. Hot seal- 
ing wax gave no skin reaction. After fourteen hours 
in the morgue, an official desiring to identify the body, 
the coffin was opened. The cheeks had a purplish 
tinge, and the larynx moved slightly. There were no 
respiratory movements not pulse beat, but muffled 
heart sounds were audible. At 10 a. m. the patient 
was taken to the hospital. Camphor and caffein were 
given subcutaneously and stomach lavage was done. 
A hot bath was given and a flesh brush was applied 
vigorously, with artificial respiration and oxygen in- 
halation. At 11 a. m. the pulse could be felt, and 
short, jerky inspiration was noted. Rigidity of the 
limbs abated. At 12 the pulse was above 50. October 
30, the patient regained consciousness and made a few 
statements. There were no signs of pneumonia, but 
persistent leukopenia was present. 

How is it possible for a human being to live more 
than twenty-four hours without respiration and blood 
circulation? Ratenberg explains the strange condition 
as due to the effect of the and the cold 
which, acting together, brought about a paralysis of 
the vasomotor nerves and thus reduced the needs of 
the body to a minimum, the narcotic paralyzing the 
central nervous system, and the cold effecting the rigid 
paralysis of the organs. He thinks the cold may have 
prevented rapid resorption of the alkaloid. The condi- 
tion was similar to that of hibernation of animals, 
and this fact tided the organism past the danger of 
pneumonia.—J. 4. M. A., March 20. 


narcotic 
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MAGNESIUM SULPHATE AS AN ANTISEPTIC 

The fact that a saturated solution of magnesium sul- 
phate has been used during the recent war as an anti- 
septic dressing for wounds, and also that it is em- 
ployed externally as a dressing in erysipelas, makes 
all investigations as to the method of its action of 
peculiar interest. 

Northrup'‘in the Journal of Infectious Diseases tor 
February, 1919, states that women have known for 
some time that a saturated solution of magnesium 
sulphate may be used as a substitute for talcum or 
face powder, and that a small amount of this liquid 
taken in the palm of the hand and rubbed over the 
face until dry leaves a “bloom” upon the skin, and 
that if there is a tendency to pimples these dry up and 
disappear. This led Northrup to investigate the influ- 
ence of megnesium sulphate on the organism commonly 
tound in ordinary pimples, the staphylococcus aureus. 
It is not necessary to give the details of this research, 
but it would seem that magnesium sulphate does 
possess distinct antiseptic power not only in regard 
to the staphylococcus, but also that this salt inhibits 
the growth of the streptococcus in the skin: 

This investigator also quotes Morison and Tulloch 
in regard to its effect upon the staphylococcus pyo- 
genes, and states that these authors also found that 
magnesium chloride might be used advantageously in 
place of magnesium sulphate in that it seemed in 
some cases to possess more power. 

Northrup, therefore, suggests that a further study 


of the specific action of concentrated solutions of 


magnesium sulphate, and other magnesium salts, on 
infected skin, or in wounds, may present interesting 
results. 


FIFTEEN MILLION PEOPLE DIED OF INFLU- 
ENZA 
According to a survey made by the Metropolitan 
Life Insurance Company, a total of 15,000,000 or prac- 
tically 1 per cent of the entire population of the globe 
died of this disease previous to 1919. 





WHERE WESTERN MEDICAL WOMEN CAN 
FOLLOW THE “URGE” 

The young medical student who is eager to find a 
lield for real service could choose no better location 
than China, where the need for medical service is 
alarming. In spite of the worthy efforts of the 265 
mission hospitals which have developed in the last 
few years, the medical college graduate who has a 
burning desire to explore virgin fields of medicine 
cannot afford to disregard the call from the Orient. 

The especial call of the East is for women physicians 
and if the West limits the scope of the activities of 
medical women, the East is ready to receive her 
literally with open arms. Any woman with public 
health training can find in China a field of work 
greater than that covered by the combined depart- 
ments of public health in New York, Philadelphia, 
Chicago and Boston. 
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A second held for American medical women 
offered in orthopedic surgery. The pitiful effects 0 
spinal tuberculosis as seen in the Chinese children ar 
sign-posts pointing a straight way for the orthopedic 
specialists. Since the Chinese are especially suscepti- 
ble to turbercular infections, these tubercular children’s 
cases form the largest percentage of cases in woman’; 
hospital. 

Sometimes the fate of a nation is decided within 
the walls of a laboratory. This field of medical scien 
has been sadly neglected in Oriental hospitals a: 
medical schools, for laboratory workers are all 
scarce in China. There is so great an opportunity f 
pioneer work in this field that a Pasteur or a Kx 
would have yearned to explore these fields. Many 
the hospitals have been fitted with X-ray machines, 
autoclaves, and similar laboratory equipment, but th: 
are useless without the workers. Even one su 
thoroughly trained worker could do more to advai 
the medical science of China than any other agenc) 

The newly established medical schools for won 
offer attractive teaching opportunities for American 
medical women. In the schools at Canton, Hank« 
Nanking, Peking and Foochow, the staff carry 
efficient work in spite of the fact that the standard 
not an especially high one. The Hackett Medical ( 
lege for Women at Canton every year graduates 
est young Chinese women who will improve the he: 
condition of their country. Representatives of 
Interchurch World Movement, who have covered thy 
medical field in their survey, report that the Chines 
women physicians need the advice and helpful ser 
which their American professional sisters can giv: 

The need for American workers in this easte: 
country cannot be overestimated and it is in C] 
that our’ ecarnest young American women can (in 
field of service which shall fulfill their every desi: 
—American Medicine. 


WASSERMANTIA 
C. L. DeMenritt, M. D. 
HOBOKEN, N. J. 


[ use this rather slangy term, the best I can inv: 
for a new and hitherto unnamed psychosis, having « 
close but undetermined relation to syphilis. Wasset 
mania is a mental state characterized by the delusi 
that the health, the happiness, in fact the whole exist 
ence of syphilitic patients hang entirely on the results 
Ts 


of frequent Wassermann tests of their blood 
etiology is obscure. The spirocheta pallida does 1 
play any direct part, for the condition is often found 
people with negative Wassermanns and with no histor 
or clinical evidence of syphilis. Cases of this sort are 
especially common among medical men. Indeed, the 
psychosis often starts first in non-syphilitic doctors 
and is communicated, by them, to their syphilitic 
patients. 

My theory is that it is spread by a miasma, emanat- 
ing from the intellectual fog surgounding certain 
pseude-scientific medical circles where physical exam- 
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nation and clinical experience are discounted in favor 
of supposed short-cuts to diagnosis and prognosis. 

I am not trying to be funny with the laboratory 
nan. I think he holds the highest position in our 
His patient and poorly paid work is the 
asis of medical progress. The benefits dispensed hy 

clinician ate mostly the practical application of 
laboratory discoveries. This very fact makes it the 
clinician’s duty, to the laboratory man as well as to 
his patient, to read laboratory findings in the light of 


pr ifession. 


common sense. The careless worker in medicine ever 


ooks for a scapegoat, and the blame for 


wrong diagnosis or treatment is shifted to some labora- 


many a 


tory worker, whose correct report only needed co- 
ordination with equally good work by the medica! 
attendant. 

One of the worst things medical pioneers have to 
contend with is exaggeration of their work by en- 
thusiasts. After the announcement of something really 
good, comes a flood of “reports” in which the cant 
term “miraculous results” is apt to figure. Now it is 

sad and disquieting thing to hear a twentieth cen 

M. D. talking about miracles or 
stuff. 
inevitable reaction comes, the discovery is underrated 


near-miracles. 


when th 


However, we swallow. the Then, 
for a time, and so it may take years to teach th« 
profession its real use and value. Arsphenamine went 
hrough this rapidly. Today, we are pretty well agreed 
as to its real worth. The Wassermann test is taking 
much longer. 

Prophylactic treatment of Wassermania is of ‘irs 
importance. On taking charge of a case of syphilis, 
| tell the patient, who generally has a hazy idea of the 
“The 
ynly one of a number of things to be considered. Its 
importance is overestimated. I shall use it or not, as 
I see fit. 
of negative Wassermann’s can be taken as proof of 


bleed test.” as follows: Wassermann test is 


You are not to worry about it. No number 

ire. [ do not promise to eradicate the last syphilitic 
germ from your body. I shall work to arrest the dis- 
ease. If you take my treatment it is reasonably cer- 
tain that you will have no more signs of syphilis, that 
any children you may have will be healthy, and that 
you will die of some other disease than syphilis. No 
one can honestly offer you more.” 

\ candid statement like this impresses a sensible 
man more than promises of forthcoming wonders 
lis confidence is gained. The knowledge that he has 

make a long, hard fight, with some probable ups 
nd downs, but with the odds in his favor, nerves him 
io practice control of mind, as well as.of body, and h 
goes through his trial with calm determination. 
: positive Wassermann, for I do use the Wasermann 


Even 


test, does not upset him. What a contrast to the poor 
\Wassermaniac, whose joy over a_ negative 
quickly gives way to the haunting fear that the next 
one will be positive! 

In some advanced cases of Wassermania, both blood 
tests and arsphenamine must be forbidden. For ex- 
ample: A lady, thirty-seven years old, came to me 
four years age with syphilis of seven years’ standing 

ring the last three of which she had been treated 


report 
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by a medical Wassermaniac. In spite of about a 
dozen arsphenamines and some, but not enough, mer- 
cury, her Wassermann would not stay negative. She 
had some squamous syphilids and, quite naturally, a 
trace of albumen and a few casts in her urine. She 
was thin, worried and hopeless, a psychic castaway, 
a burden to herself and others. 

She handed me a bundle of Wassermann reports 


ranging from negative to four plus. “It’s no use,” 


he said, “my blood will not stay right 
ble.” 


I said: “All right, think so if you like 


stand, if I take your case, you are done with 606 and 


I am incura 
But under- 


blood tests. They are of no more use to you. They 


only torment you. Forget them.” After six intra 


muscular injections of metallic mercury, she had 
gained ten pounds, her skin and urine had cleared up 
and she was taking an interest in life. 

Later, | removed both ovaries and the corpus uteri 
for cystic ovaritis and fibroids, with hardly any psychic 
disturbance following 


and useful life and has to be reminded, now and then, 


Today, she is living an active 


that it is time for another course of mercury 

\ young male syphilitic came to me recently from 
a New York clinic noted for its shameless prostitution 
oft charity, where, though quite able to pay, he had 
been treated gratis. He had had over twenty arsphena 
mines. He had a three plus Wassermann and nephritis, 
although, just before being infected, he had passed 
The 
who had not 


a life insurance examination. infatuated “pro 


iessor” at the clinic, made one urine 
examination while all this arsenic was being pumped 
into him, was proposing another course of arsphena 
mine. 

To the 


and physical condition of spyhilitic patients is of no 


medical Wassermaniac, the general mental 


account and syphilis itself is merely an incidental 


feature of the Wassermann reaction. From his dis- 
ordered point of view, the only thing that counts is 
negative Wassermann.—J. of M.S. of N. J. 


A REMARKABLE ANTISEPTIC 
Doveras Macrarcan, B. Se., M. D. 
PHILADELPHIA, P.. 

The host of antiseptics and their champions are 
innumerable and will probably continue to be so until 
the end of time. However, there is little reason for 
the “every-day” practitioner to have more than a few 
The 


commonest germicides 


of these well understood for his general use. 
relative antiseptic value of the 
has been conclusively established and a_ preference 
now should only be expressed on account of the vari 
ous adjunctive effects of the drugs selected. 

The table compiled by William H. Park of the New 
York City Health Laboratories is very comprehensive 
and gives at a glance the relative germicidal merits of 
the common antiseptics. 

TABLE OF RELATIVE ANTISEPTIC VALUES 
\lum 
\lum 


\mm. Chloride .. 


\cetate 
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Boric Acid 

Calc. Chloride 

Calc. Hypochlorite 

Acid Carbolic 

Chloral Hyd. 

RE PII, bc sccsacceveccecusrtvensscceeacsn 1:200 
NE NR, boc gAetaeinaenedenseukeseuseueate 1:200 
Formaldehyde (40 per cent) 710,000 
Hydrogen Peroxide :20,000 
Mercuric Chloride 214,300 
Mercuric Iodide 

Formaldehyde (Pure) 

Silver Nitrate 


By this table, the red iodide of mercury appears by 
far the strongest. It is with a solution of this salt 
that the following notes deal. 

Red Mercuric Iodide, HgI-2, is readily soluble in 
aqueous or alcoholic solutions of Potassium iodide and 
a new salt is formed, the double iodide of Mercury 
and Potassium, K2Hgl4. If the solvent solution is too 
weak in KI, the yellow crystals of this salt separate 
out. For practical purposes, and to insure its per- 
manence, approximately twice as much KI as Hgl2 
is added. The strength of the solution is roughly 
judged by the amount of red iodide of Mercury used, 
for the excess of KI is actually an indifferent factor. 
For one per cent solution, the following formula will 
suffice : 


Px. 

Merc. Iod. Rubr 

Potas. Iodidi 

DE he die elacnaiebieaapaeneeel 100 cc. 
The two important factors in having a permanent 


solution are the use of distilled water and plenty 
of KI. 


Experiments were made to see the exact antiseptic 
value of the solution, with the following results : 

In the first series, a hardy strain of staphylococci 
was used, and these found it impossible to exist in 
media where the double iodide was present in dilution 
of 1:80,000. In 1:100,000 media, three small colonies 


were observed in one plate and in another of the same 


dilution, a scattered half-dozen were present. Above 
these dilutions, the cultures became progressively more 
prolific. 

Again, with a strain of typhoid bacilli, approxi- 
mately the same results were obtained. In the neigh- 
borhood of 1:80,000 the solution was germicidal; from 
1:80,000 to 1:100,000, growth was inhibited. 

As to practical use, there is every evidence to believe, 
and the results are assuring, that this new antiseptic 
is as strong in practice as in experiment. As may be 
imagined, its use was first tried un microbic affections 
of the skin, and upon these it was found to have a 
marked effect. Long-standing acne, cryptogenic in- 
fections, erysipelas and, in fact, the whole realm of 
superficial skin infections respond remarkably to its 
action. On erysipelas, the most rapid results are ob- 
tained, a fact which has been verified in repeated in- 
stances. When the deep-seated inflammations, such 
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as boils and felons, are met with, there seems to be 
much evidence of some power of penetrability, which 
the drug possesses. A wet compress applied in such 
circumstances alters entirely the prolonged progres; 
of these cases. The indurated, tense tissue rapidl) 
subsides in its acute inflammation and the pus be- 
gins to “point.” A one per cent solution is to be con- 
sidered very powerful in such cases, anything stronger 
being both unnecessary and liable to irritate. The 
tendency with this antiseptic is to use it too strong, 
but this is, in a measure, safe-guarded by its com- 
paratively low irritating qualities. The solution being 
clear, colorless and odorless, the senses are deceived 
into presuming impotency. These points are well 
understood when it is realized that a dilution of one 
in eighty thousand is germicidal, and that a one per 
cent solution may be used on the skin with seldom any 
irritation. 

It is this last fact that makes this drug such an 
ideal antiseptic for surgical clinics where hurried, 
careless work is at times seen. There is little danger 
of harm being done from the making up of the solu- 
tion from a one per cent stock jar, for at least noth- 
ing stronger than one per cent can be made, while on 
the other hand there is still wide latitude for dilution. 
Much more could be said in enumerating different 
conditions where this antiseptic can be applied. Sutfice 
it to add that it is thoroughly reliable in whatever 
germicidal capacity it may be used. A most casual 
trial will show its virtues and to this trial its remark- 
able qualities most earnestly recommend it.—Charlo/ic 
Med. Journal. 





DECEPTION AND SELF-DECEPTION, IN THE 
PRACTICE OF MEDICINE 
To the Editor: 


I am coming up against both these unfortunate 
conditions frequently. It is very hard both for pa- 
tient and doctor, I mean especially, the general 
medical adviser of the patient. If the physician 
wishes the best interest of his patient, as he does and 
should, he seeks the best medical or surgical advice, 
if he is at fault, or even when he believes he knows 
and that a consultant’s judgment will confirm his own. 
When this has proved to be true, the wise doctor does 
not consider it often wisdom to consult in behalf of 
his patient a third physician, who has special know!- 
edge in the direction of that disease which has been 
determined to exist by the two previous physicians. 
Still he is apt to yield to an expressed wish on thie 
part of the patient and it is done. Sometimes, there 
is practically accord between the three physicians: 
sometimes, the specialist differs from the others. Then 
we must have a fourth physician, also a specialist, 
meet the others in consultation, and after hearing 
their opinions, he either agrees or disagrees. Ii he 
agrees, well and good; if he disagrees, a fifth physi- 
cian must be called in, and here again there may be 
equal division of judgment, or it may be three against 
one. In the former case, matters are settled, at least, 
for a while; in the latter case one is again unsettled, 
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or else, perhaps, the patient abides by the opinion 
given originally by his own physician. 

Such a condition of affairs, as I have briefly por- 
trayed, is today not infrequently encountered. The 
net result is sooner or later to have a neurasthenic 
patient who believes no one and is bandied around 
from one specialist to another. Finally, the good, 
square, all-around physician becomes weary of well 
doing and soon wishes to throw up the case or does 
s¢ Meanwhile, has he received proper pecuniary 
return for what in reality are very valuable ser- 

As a rule, no. The consultants, general or 
special, get their remuneration; he does not. Grati- 
tude is much talked of and probably given for a 

Ultimately he is regarded as unsympathetic 
or almost cruel, and in place of a firm and loyal 
patient and friend, he has neither. 

I have related the foregoing from actual expe- 
rience, repeated several times in a decade or less, 
and by its narration I wish to illustrate what I mean 
by deception and self-deception in the practice of 
medicine. The doctor may be of the sort who feels 
obliged, by what to him are major considerations at 
the time, to go on almost without time limit, pander- 
ing as it were to what he knows is purely an effect 
on the neurones, such as we find in neurasthenia and 
hysteria, and in so far as he does so, after awhile he 
deceives his patient. The patient is self-deceived by 
his disease and it is often problematical how he or 
she will become undeceived. In my judgment, he is 
sometimes never undeceived; fortunately, in other in- 
stances, the patient finallyeand as a last resort reaches 
the conclusion that his own original physician, faith- 
ful, true, conscientious and unrewarded, is in reality 
correct. Why should clever, hard-working, conscien- 
tious men embark and continue in the general prac- 
tice of medicine at the present time? Cui bono? I 
cannot answer; perhaps the editor, or maybe some- 
one who reads these lines, can and will. 

BeverLEy Ropinson, M. D. 


New York. Medical Record. 





THE PSYCHOLOGY OF PROHIBITION 


Early reports, chiefly tentative and more hopeful 
than accurate, led to the belief that prohibition was 
working out amazingly well. From many sections of 
the country came rumors of the splendid effects of 
the Eighteenth Amendment, the prosperity it was 
bringing about, increased savings accounts, decrease 
in crimes, the disappearance of unemployment, and 
the revival of home life. All these were 
welcomed by American Medicine and appreciative 
comment was expressed in these columns, despite pre- 
prohibition anticipations of the evils that must neces- 
sarily follow a rash and ill-administered perversion 
of what might have proved, if more wisely conceived 
and more moderately executed, a beneficial undertak- 
ing. And these reports were welcomed in spite of 
the fact that they showed our power of prediction 
of no value. We had repeatedly warned the author- 
ities and the fanatics against a sudden and violent 


reports 
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change in the habits of men, quoting facts and figures 
in previous ill-fated attempts of a similar nature. 
For a time it semed as though we were to be ex- 
posed as scare-mongers and pessimists. Regretfully 
now, however, we are obliged to acknowledge that 
these warnings were not exaggerated and were well 
justified by previous experience. It 
pleasure to admit that we were right. Later 
better balanced reports of the operation of the 
Eighteenth Amendment reveal a state of affairs re- 
grettable in the extreme and not a little alarming. The 
recent exposure of wholesale traffic in liquor in New 
York, despite the watchfulness of government agents, 
is an appalling revelation. The statement of an 
authority that never have the delirium tremens wards 
of our hospitals been so crowded is a disheartening 
announcement. But to many men the situation is 
not a surprise. Those familiar with the psychology 
of prohibition were prepared for such an eventuality. 
This phychology is elemental and inevitable and it 
has operated in the usual way; those of moderate 
habits have come to resent bitterly an infringement 
on their liberty which they never abused and those 


gives us no 
and 


whose excesses the law was especially expected to 
curb have been driven to even greater excesses. Many 
men, in fact, who never found liquor a necessity, now 
that it has become a forbidden article have suddenly 
found that they must have it and have gone far and 
wide to seek it. 
Those who found it indispensable now find it even 
more indispensable. That, no doubt, explains the 
enormous consumption of liquor the revelation of 
which comes as such a surprise in some quarters. 
Yet it has been from the start that 
prohibition was not prohibitive. At all times it was 
possible to obtain the forbidden spirits if the price 
was forthcoming, and the net result of the amendment 
was the enrichment of liquor dealers and the im- 
poverishment of the consumer. 


There is nothing surprising in this. 


obvious very 


A most significant 
fact in the whole situation is the present reduction 
in the price of drinks—a manifest acknowledgment 
that consumption has increased and that the dealers 
are having less trouble in getting rid of their product. 
All this despite raids and revelations and denuncia- 
What are the authorities do? 
Already the cost of maintaining a staff of revenue 
officers and detectives is very high. 


tions. planning to 
It is estimated 
that to enforce prohibition effectively will cost the 
government two billion dollars a year. Even at that 
price it is doubtful whether the end desired can be 
achieved. Will these facts rouse the prohibitionists to 
a realization that they have gone about the problem 
in the wrong way? 
Medicine. 


We sincerely hope so.—4merican 





Public Health 


THE ILLINOIS BETTER BABIES CONFERENCE. 

The Better Babies Conference conducted by the 
State Department of Public Health in connection with 
the Illinois State Fair this year is said to have been 
the largest and most successful undertaking of the kind 





282 ILLINOIS MEDICAL JOURNAL 


ever carried out in the middle west, if not in the 
nation. About nine hundred babies were entered all 
of whom were completely examined and rated by a 
medical staff of thirty-five physicians and seven 
dentists. 

In addition to the classes or groups arranged by age 
periods for regular competitive rating, there were non- 
competitive classes and classes made up of children 
rated at previous conferences and who were presented 
for comparative studies and to determine the degree 
of improvement and development. A consultation staff 
was at all times available so that parents could obtain 
advice and guidance in the care of their children and 
particularly in overcoming the defects which were 
brought to light in the conference examinations. 

COORDINATION OF ILLINOIS NURSING 
SERVICE. 

As a result of the conferences between representa- 
tives of the Central Division of the American Red 
Cross, the Illinois Tuberculosis Association and the 
Director of the State Department of Public Health, 
a plan has been adopted whereby public health and 
community nursing service throughout the State will 
be coordinated under the general supervision of the 
State Department of Public Health. 

Under this arrangement prevision is made for the 
participation of all future agencies which may engage 
in nursing service on a state-wide basis. 

While the state supervising nurse and the two as- 
sistant supervisors will constitute a board to deal 
with details of all nursing service, there will be a 
standing committee to determine broad policies and 
programs made up of the State Director of Public 
Health, the president of the Illinois Tuberculosis 
Association, and a designated representative of the 
American Red Cross. 

BIRTH REGISTRATION IN INSTITUTIONS. 

Through an agreement between the State Depart- 
ment of Public Health and the State Department of 
Public Welfare, an effort is being made to secure 
more complete reporting of births in all public and 
private hospitals, maternity homes, sanitaria and other 
institutions. 

COUNTY TUBERCULOSIS SURVEYS AND 

CLINICS. 

During the month of August a large group of 
nurses from the Chicago School of Civics and Philan- 
thropy have been placed in counties having no estab- 
lished community nurse service for the purpose of 
making tuberculosis surveys and of holding tuber- 
culosis clinics in conjunction with county medical 
societies. During the last week of the month clinics 
were held in all of these counties, special meetings 
of the county medical societies being called for that 
purpose. The attendance on the part of physicians 
has been uniformly large and, in some communities, 
as many as a hundred persons have presented them- 
selves for examination, most of these patients being 
referred by the local physicians from their private 
practices. 


In six of the counties the attendance was so large 
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that the county medical societies have requested addi 
tional clinics be held during the next few months. 





. . 
Society Proceedings 
COOK COUNTY 
CHICAGO OPHTHALMOLOGICAL SOCIET\ 
Meeting of Noy. 17, 1919—Cont. 

Drs. Joseph C. Beck and Emil Deutsch presented «4 
report on the “Interrelation Between Eye, Ear, Nos 
and Throat Cases.” 

Discussion OF THE Cases oF Dr, Beck 

Dr. Robert Von Der Heydt said the case of neuro-paraly: 
keratitis following injection of the Gasserian ganglion was in 
teresting. Cases that did not follow this operative procedur 
were very rare. He had one last year at the infirmary 
Dr. Lane saw it with him. It was practically the only cas 
they ever saw of neuro-paralytic keratitis that was not 
duced by operative procedure, proving their rarity. 

He asked about the vision in the other eye, of which 
girl complained. She said that for a time she saw poorly 
the other eye. He wanted to know the ophthalmologic diag: 
of the condition in that eye. For instance, if there was 
lesion found there, this would possibly bear a little hea, 
toward a psychic diagnosis for the >driginal trouble. 

Dr. Deutsch said there was no characteristic diagnosis of t! 
condition of the left eye. Vision in the left eye is now 20/2 
with glasses—a myopic eye 

Dr. Von Der Heydt said the patient said she had symptoms 
of reduced vision in the left eye. 

Dr. Deutsch replied that she lost sight in the left eye and it 
returned recently. 

Dr. Emil Deutsch said there was nothing unusual in con 
nection with the next case. It was one of typical interstitial 
keratitis except that it took an ophthalmologist to diagnose the 
deafness. 

He believed Dr. Beck state when the patient presented 
herself at the hospital that no lesions could be found in the 
nose or throat. This patient came in at the time Dr. Beck 
was in France, and the speaker happened to be present. She 
complained of three months’ deafness gradually coming on 
On examination Dr. Pollock found enlarged tonsils and ad: 
noids, and as many cases of deafness had been reporte: 
having cleared up following the removal of enlarged tonsils 
and adenoids, he removed them and found after waiting a few 
months her deafness persisted, and then he concluded it : 
be a case of oto-sclerosis and took an X-ray picture w 
however, showed negative. The father and mother being und 
Dr. Pollock’s care for some time, and she was an adopted 
child, he did not think of syphilis at all. He had in 
oto-sclerosis. They gave her a therapeutic test, inject 
adrenalin, and so on, to see if that would improve the 
dition. They had given fourteen or sixteen adrenalin 
tions which showed occasional improvement in hearing 
she presented herself with a sore eye and complained of s« 
thing in it. One of the internes diagnosed the condition as 
conjunctivitis and gave her argyrol to use. The patient 
returned within three days with hearing very bad and her 
getting worse. He was called to see the case then and m 
diagnosis of interstitial keratitis, for the reason that 
posterior surface of the cornea there was an apparent o 
vascularization distinctly seemed to be worse than ever }b 
Ile recalled a statement made in one of the textbooks 
during the stage of interstitial keratitis the hearing, if du 
lues, was always worse. So in looking over her physiog: 
for characteristics of lues, the nose, forehead, face and t 
were all negative, and she had no symptoms which would !c 
one to suspect a luetic condition. Spinal puncture was ! 
and without waiting for the result of laboratory finding the) 
gave her small doses of neosalvarsan with the result that her 
hearing began to improve until today she had about =i 
eight injections. Her hearing was practically normal now 

As to the eye he could only say that interstitial keratit 
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lieved, under nevsalvarsan was not very successful. The 
.iministration of neosalvarsan in her case proved very bene- 
ficial because she could not tolerate any form of mercury nor 

lid of potassium. The interstitial keratitis and hearing 
cleared up nicely by this treatment alone. Her vision was 
20/50, had gradually improved, and the central opacity in the 
cornea might clear up further. 

Dr. Thomas Faith asked why it was not possible to differen- 

» with the tuning fork between this case of nerve deafness 
and one of oto-sclerosis at the first examination. 

Dr. Beck said that this case was not under his care, and he 

not see the case and did not make any diagnosis. The 

ase was under the care of Dr. Pollock who asked to present it 
is a blunder in diagnosis and of great value to the ophthalm 
logist. It was true, we could and did make the diagnosis 

ween oto-sclerosis nerve deafness as a rule by tuning 
Dr. Clarence Loeb in connection with the first case, that of 
neuro-paralytic keratitis, reported a case he saw at the 
Michael Reese Dispensary of a woman, 40 years of age, who 
presented herself with ptosis on the left side, and the only 
history he could obtain from her was that it followed shortly 
after injection in the cheek for neuralgia. It occurred to him, 
if this case was the result of the injection of alcohol the 
perator must have taken quite a roundabout way to get the 
third nerve, and it seemed to him it should have produced 
more destruction in its path than it did. 

He asked some of the members to speak of the possibility 
if such a condition following the injection of the Gasserian 


Dr. George F. Suker, in reference to the nerve case, asked 
whether it was one of hereditary or acquired lues? 

Dr. Deutsch replied there was no history of hereditary lues, 
nor of acquired syphilis. There were two other children in 
the family, both of whom were well. 

Dr. Suker was inclined to think it must be hereditary and 
asked whether a carefui examination of the teeth was made. 

Dr. Deutsch answered yes, at the beginning of her visit at 
the office and they were reported to be negative. 

Dr. Suker said that in these cases examination of the teeth 
usually disclosed the characteristic syphilitic markings in the 
six year molars—the Darier-Fournier-Hutchinson molar. This 
patient showed such molar markings. Perhaps the deciduous 
teeth showed these syphilitic markings, and if so, then the per- 
manent incisors frequently escaped the characteristic markings 
Furthermore, he asked whether or not the patellar reflexes 
were taken in this case. 

Dr. Deutsch said he did not recall. 

Dr. Suker said the patellar reflexes in interstitial keratitis 
were more or less reduced, but never entirely absent. The 
intersting feature in this case to his mind was the fact that 
this condition had cleared up under neosalvarsan treatment. 
He would necessarily take it to be the parenchymatous or 
nodular form of interstitial keratitis, and not the striated or 
linear type. The striated type was not affected by any form 
of anti-leutic treatment one might institute. Scrapings of the 
cornea in the parenchymatous or nodular type in dark field 
illumination, often showed the spirochetes and in such cases 
antisyphilitic treatment was of special value. In the striated 
interstitial keratitis general supportive constitutional treatment 
was just as good as any if the eye was the only active lesion 
of an apparently quiet inherited lues. The local treatment in 
both types was the same. 

He asked Dr. Deutsch whether or not he considered neuro 
paralytic keratitis in the true sense, a trophic disturbance. 

Dr. Deutsch answered, yes. 

Dr. Suker said that up to the present time no trophic nerve 
fibers had been isolated, i. e., fibers governing nutrition pure 
and simple, As this was still a mooted question, therefore in 
his judgment neuro-paralytic keratitis, as such, was somewhat 
of a misnomer. The fifth nerve was not necessarily the one 
which carried the nutritional fibers as far as we knew. Howell, 
of Baltimore, who was one of the most expert physiologists we 
had, was not at all sure that the fifth nerve carried so-called 
nutritional fibers. That it was a trophic disturbance in the 


rue sense of the term nutritional--yes, but that these changes 
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were due because of 
ment—no. 

He asked Dr. Beck why he did not consider the advisability 
of doing a decompression under a local anesthetic. If he had 
resorted to such, the result might have been somewhat dif- 
ferent. One could do very large decompressions under apothe- 
sin without any pain whatever. It was not unusual for patients, 
with face down, under a general anesthetic to have respiratory 
difficulties which did not necessarily obtain when the opera- 
tion was done under a local anesthetic, like apothesin. 

Dr. .. A. Hayden stated that in the first case of neuro- 
paralytic keratitis Dr. Beck was particularly fortunate in having 
so favorable a result as he had in regard to the right eye 


so-called nutritional nerve fiber 


The speaker had had the opportunity to see at least one case 
of neuro-paralytic keratitis following injection of the Gasserian 
ganglion with alcohol in which removal of the eye was neces 
sary The case of nerve deafness in the little girl seemed to 
emphasize the importance of always 
a spinal Wassermann for nerve deafness. 


making a Wassermann 
test, preferably 

In regard to the case whose brain was on the table, the 
hearing was absolutely gone on that side. He suggested that, 
instead of turning tests to establish the function of the laby- 
rinth, that caloric tests be made, as they would have been 
much easier to make and much less distressing to the patient, 

Dr. Edgar asked Dr. Beck how extensive an operation he did. 

Dr. Beck, in closing, stated that in all these cases of in- 
tranasal sinus operations, it was important to remove the 
middle turbinate and completely remove all ethmoid cells from 
forward back to the end of the last cell. 
was probed. 


The sphenoid sinus 
The natural antral opening was determined and 
the frontal sinus was probed. No curettement or operation was 
done on any of the sinuses themselves. 

Dr. Suker spoke of using a local anesthetic. He wished he 
had done the operation under local anesthesia, but it was not 
possible to have the consent of the patient or that of her 
husband to do so 

As to the mobility of the tumor, he looked up the literature 
and neither Sir Victor Horsley or any of his associates of 
England, nor Cushing of this country reported any case of 
such looseness of a tumor as shown in this case. He reported 
three or four years ago his own brother’s case (Dr. Rudolph 
Beck), in which at the post-mortem examination, made by 
Dr. Herzog, the tumor dropped out of its own accord as he 
(Herzog) removed the brain, but there was an attachment by a 
pedicle which had torn away. 
could be position of the 
patient pressure on a vital spot or center could take place 
and cause death. Whether it did or not, he did not know. 

Dr. Hayden spoke of the caloric test. One could not 
determine the exact function with hot or cold water, he could 
only determine the function of the labyrinth but not the retr« 
labyrinthine part of the nerve. 

In reference to ulceration of the cornea following Gasserian 
ganglion operations or injections he had seen two cases in 


This tumor was loose and it 


explained how in the change of 


which not enough care was taken in the protection of the eye, 
and the probabilities were there was a primary infection of the 
eye. 

In regard to the Wassermann test, the point was well taken, 
and might he say that for himself he had established the rule 
of making a routine Wassermann in all cases newly admitted, 
and was astonished in some cases to get a positive Wassermann 
and response to treatment when he least expected it. 

RETINITIS PROLIFERANS 

Dr Raymonp R. Harrincton (by invitation) re- 
ported this case. The patient, Peter M., aged 25 
years, presented himself to the Illinois Charitable Eye 
and Ear Infirmary, August 1, 1919, and was admitted 
to the Remmen Service. The speaker was the first 
one to see the patient and to examine him. About 
eight months ago, while over in France, he was 
wrestling and during the engagement he became sud- 
denly totally blind in the left eye. He did not report 


the incident to the medical men in charge for fear 
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of not being permitted to go to the front. Several 
days thereafter he told a physician friend of his and 
was advised to take K. I. Vision was totally absent 
for several months and he was discharged from mil- 
itary service by memorizing the chart. 

Examination revealed O. D, 20/15; O. S. 20/40; 
tension O. D. 23- O. S. 2D. Cocain Hel 4 per cent. 
was instilled into each conjunctival sac until full 
dilation was present. Examination of the right fundus 
showed the disc very well outlined, veins and ar- 
teries clearly perceptible, white lines prominent, ves- 
sels clear and distinct, the region of the macula clear 
and distinct. Examination of left fundus proved 
more interesting. The first view obtained showed a 
large white cresentic line running from below the 
disc, across the disc and at temporal disc outline, 
branching off into a Y-shaped affair. The disc itself 
was perfectly clear, with a 2.00 D lens. Veins of 
normal proportion, arteries the same, white lines 
showing very clearly. The fundus was very much 
infiltrated with hemorrhages, but there seemed to be 
none in the region of the macula, which was per- 
fectly normal. 

Patient was seen once more but failed to appear 
again. No diagnosis was made at this time except a 
tentative one of rupture of the choroid. No blood 
vessels appeared over this white line, but one could 
see them go to the border and then reappear on the 
other side. 

On November 5, 1919, patient again came to the 
dispensary claiming that it appeared to him as though 
a veil were thrown across the right eye. At that 
time vision was O. D. 20/15; O. S. 20/30; no pain. 
Blood pressure, systolic, 125; diastolic, 70; Wasser- 
mann, 100 per cent. negative. The eyes were again 
dilated with cocain and homatropin. Fundus of right 
eye normal and same in appearance, as when the 
speaker saw it last August. Fundus of left eye 
showed hemorrhagic spots practically absent; macula 
clear but the white line or band still present and of 
same size and character. This time both band and 
disc were clear—2 but when A + 6.00 was used band 
was brought away forward and was very distinct, 
while disc was away back and hazy. Upon close ex- 
amination with a + 6.00 there was only one minute 
blood vessel crossing band and that was close to the 
disc. The other vessels seemed to run under. 

Patient was refracted under homatropin and co- 
cain. 

+ 50 
while trial case 

+- 1.50 + 1.50 
Not deducted 
shows — O. D. + 1.00 O. S. — 25 Manifest post 

cycloplegic 
gives O. D. + 50 — 20/20 O. S. — 50 — 20/20 

Patient is wearing glasses and seems perfectly com- 
fortable. In this case the speaker was unable to 
elicit a retinitis (vasculitis or perivasculitis) as so 
many authors claimed to exist before a retinitis pro- 
liferans occurred, 


e -_ 
Retinoscopy shows 
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COLOBOMA OF THE SCLERA AND HERNIA 
OF CHOROID 


Dr. Harrincton also reported this case. Patien 
aged two months, was brought to the Infirmary |, 
a visiting nurse. The baby was born August 1, 19! 
normal delivery, after eight hours of mild lal 
Ever since birth the mother had noticed a smal! 
tumor mass on the right cye to the outside of 
pupil. At times, the mass seemed larger than 
other periods, more so when the baby cried. 

Child was well nourished. Tension in both 
equal and normal O. D. Small tumor mass on rig} 
corneal scleral margin, about 10 mm. in the horizontal 
direction, and about 8 mm. in the vertical. Mass 
of an epithelial character; no external growth 
hairs. Neoplasm was not hard nor soft; it move: 
any direction, even though it seemed to be partiall, 
attached to the cornea. Pupil responded to light 
ciliary body intact. Diagnosis a dermoid tumor. (p- 
eration and removal of the tumor was advised, to 
which the mother readily gave her consent. 

The baby was placed on the operating table and 
cocain 4 per cent. administered. The tumor was 
strongly adherent to the cornea and also to th: 
scleral conjunctiva, but a distinct attachment to the 
same. Dr. Lebensohn and the speaker decided to 
begin the operation by removing the mass from tly 
corneal surface. Slow sharp and blunt dissection was 
resorted to; the hemorrhage was profuse; they dis- 
sected the tissue about 2 mm. from the corneal 
scleral margin, when the color underneath changed 
from a white glistening one to a light blue. At 
they did not know what was before them, then 
cided it was the choroid, and as the baby was moving 
around to such an extent that minute operation was 
impeded they thought it best that a general anes- 
thetic be given. Light ether narcosis was produced, 
and again the operation proceeded. The covering 
was slowly dissected up and now choroidal tissue 
was plainly seen. The remainder of the sac was 
easily dissected off, and now one could easily see an 
absence of sclera and hernia of the choroid. They 
could easily reduce the hernia but found the colo- 
boma was so great the edges could not be coaptated; 
too much -tension was deemed out of the question as 
they might alter the fundus condition. The con- 
junctiva on either side of the hernia was dissected 
back for about one-haif inch and a mattress suture 
applied. Then the overlapping edges were brough 
together by interrupted sutures. Bichlorid ointment 
was applied and pressure bandage. The eye remained 
covered until three days after the operation, when 
bandage was removed, and there was no inflammatory 
reaction. Twelve days after the sutures were re- 
moved and to date the conjunctival flap seems to lx 
serving the purpose. The hernia was about four 
millimeters in diameter. 

DISCUSSION 

Dr. Michael Goldenburg said he would like to hea: 
members discuss what should be done for coloboma. 5 
an attempt be made to close it up or permit it to remain? ‘The 
probabilities were that if nothing was done to close it u 
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opening would result in closure as the child grew up. He 
suggested that the transplantation of fascia might close it up 
permanently, although he had never tried it. It appeared to 
him as a possibility. 





CHICAGO LARYNGOLOGICAL AND OTOLOG- 
ICAL SOCIETY 


The regular monthly meeting of the Chicago Lar- 
yngological and Otological Society was held on Mon- 
day evening, December 1, 1919, at the Palmer House. 

fhe President, Dr. Elmer L. Kenyon, in the Chair. 


Dr. George W. Boot presented a patient with a 
bone transplant in the nose, (2) a patient who had 
suffered with cerebral hemorrhage, and (3) a case 
of brain abscess. ; 

ARSTRACT 

Case 3. The patient was a woman, aged 35, mar- 
ried and the mother of two children. She complained 
of dizziness and of pains in the left ear. 

The left ear began to discharge with an attack of 
scarlet fever at the age of 12. The discharge ceased 
aiter a time, but began again at the age of 29 and has 
persisted ever since. She was referred to Dr. Boot 
to have a radical mastoid operation to put an end to 
the discharge and to the dangers of a chronic sup- 
purative otitis media. 

Accordingly, a radical mastoid operation was done. 
During the operation the dura over the tegmen antri 
was exposed but was not injured in any way. The 
antrum was very small and the mastoid was eburnated 


from the long continued discharge. 

She did very well after the operation until the 
eighth day, when she complained of a bad headache, 
for which she was given phenacetin in five grain 
doses. 


On the ninth day she appeared somewhat stupid in 
her actions and would not protrude her tongue when 
told to. She did not complain of headache and no 
disturbance of speech was noted other than that what 
seemed attributable to her rather stupid condition. 
She appeared obstinate rather than aphasic. Her 
temperature at this time was 98.6° and her pulse 60. 

On the tenth day her morning temperature was 
98.6° F. and her pulse 60. She was decidedly stupor- 
ous. She would not protrude the tongue and when 
she talked she acted decidedly sleepy. The nurse 
reported her talk as irrational at times. There was 
no rigidity of the neck and Kernig was absent. There 
was no vomiting. Lumbar puncture gave a clear fluid 
with no appreciable increase in pressure. There were 
132 cells to the cubic millimeter of the spinal fluid. 
The pupils were equal and reacted to light. The eye- 
grounds were negative except for a slight fullness of 
the veins. There was no choked disc. 

On the eleventh day she was still more stuporous. 
Babinski and Gordon reflexes were found positive 
and all the deep reflexes were somewhat increased. 
At this time it was found that light thrown into the 
right eye from the right gave no contraction of the 
pupil, while light thrown into the right eye from the 
left caused contraction. The left eye was not re- 
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sponsive on account of a mydriatic having been used 
the preceding day. It was difficult to get her to reply 
to questions. There was no nystagmus. 

A diagnosis of abscess of the left temporosphenoidal 
lobe was made. Operation was done a few hours 
later. The mastoid wound was reopened and the 
tegmen removed over an area 1.5 to 2 cm. in diameter. 
The granulating dura was incised and the searcher 
passed upwards about 1.5 cm. when there was a gush 
of thin brownish pus about 15 to 20 c. c. in amount. 
This was accompanied by considerable bubbling and 
a foul odor as if from a colon bacillus infection. 

A split rubber tube was introduced to the depth of 
the abscess cavity and dressings applied. The fol- 
lowing morning she was quiet and apparently better, 
but did not speak. During the afternoon she awoke 
from sleep and spoke quite rationally and from this 
time on she improved steadily until she is as you see 
her now, completely recovered with the ear quite dry. 

The symptom to which he called especial attention 
was the loss of reflex contraction of the pupil when 
the light was thrown on the half of the retina supplied 
by the left cerebral hemisphere. 

Discussion 

Dr. Stein asked whether Dr. Boot had any special object in 
transplanting the pieces of tibia in the nose case in two stages, 
or whether it was an after-thought, and also why he used tibial 
bone in place of rib. He thought there was a depression just 
above the tip of the nose. 

Dr. Boot said that it was an after-thought, but he believed it 
was better to do it in two stages than to have to remove 
some of the bone. He expected to put in a wedge-shaped piece 
later to remedy the depression referred to. 

Dr. Long said he had done some similar work. In one case 
he dissected around the nares, dissecting the skin up to the 
bridge of the nose, and took a strip of the eighth rib, con- 
taining bone and cartilage and inserted it beneath the skin 
along the top of the nose. This procedure obviated a scar 
over the bridge and gave a large high nose, which was the 
object of the operation. A small portion of the bony rib was 
cancellous and some days later the skin over this spot became 
red, and a small area of fluctuation appéared; an incision was 
made and a few drops of pus were removed. Daily dressings 
for ten days resulted in a complete closure of the wound, and 
the patient was discharged with a perfectly normal nose, as I 
hope to show you at some future time. 

Dr. Boot said one reason that he did not take a piece of a 
rib for his work was because in a similar case another laryngol- 
ogist took a piece of a rib and an empyema developed which 
required a couple of operations by a general surgeon. 

Dr. Edwin McGinnis presented a soldier who had 
been shot through the neck at the battle of the Ar- 
gonne. The following day a tracheotomy was per- 
formed; five weeks afterward the tube was removed 
and for ten days the patient apparently did well. He 
then became short of breath, the tracheotomy was 
repeated and the tube reinserted. Following this he 
wore the tube for a year. The bullet had passed 
through the ventricle and there was a band of ad- 
hesions from one side to the other with a very small 
opening. He could breathe fairly well through the 
larynx with a cork in the tracheotomy tube, but did 
not get enough air to enable him to run or go up- 
stairs. In February, 1919, the scar tissue was incised 
and bougies were passed. In October he made an 
effort by the indirect method to cut out the scar, but 
this was unsuccessful so the suspension operation 





286 ILLINOIS MEDICAL JOURNAL 


Was resorted to on the L6th of November and the 
scar was dissected out with both hands, using grasp- 
ing forceps and a long scalpel, leaving a clean looking 
larynx. At the time of presentation the tube had been 
removed for a week and the larynx looked almost 
normal. No intubation tube had been used after the 
operation; there was no edema and very little swell- 
ing followed the operation. 

Dr. L. W. Dean, and Dr. M. Armstrong, lowa City, 
lowa, presented a paper entitled “The Occasional 
Necessity of Doing Radical Operations on the Para- 
nasal Sinuses in Children, with Illustrated Cases.” 

A\RSTRACT 

Dr. Dean stated that with rather considerable ex- 
perience in treating paranasal sinus disease in infants 
and young children, they had found it only very 
rarely necessary to perform extensive operations upon 
the paranasal sinuses. Approximately 80 per cent of 
their cases have been apparently cured by the removal 
of adenoids and diseased tonsils, but in no instance 
where the hemolytic streptococcus was the bacteriolog- 
ical factor has healing resulted from that procedure. 
In those cases where the removal of tonsils and 
adenoids has not produced a cure, rather mild treat- 
ment, with or without drainage and ventilation of the 
sinuses, has usually given satisfactory results. 

Early in 1919 the authors expressed the opinion 
that with children they would never do an operation 
on the maxillary antrum through the incisor fossa. 
Since then they have operated upon two cases by 
this route, being firmly convinced that the exigencies 
of the situations and the results justified the pro- 
cedure. They had to deal with children with infec 
tious arthritis, involving practically every joint in 


the body, including the temporomandibular. This con- 
dition had progressed in spite of all treatment, and 
they knew the ultimate outcome of the condition, 
unless checked, would be ankylosis of the joints with 
utter helplessness and death. After proving con 
clusively that there was present in the paranasal sinus 
a virulent organism which, when injected into an 
animal produced arthritis, and when prolonged treat- 
ment did not eradicate this organism, after a most 
careful study of the case they proceeded with exten- 
sive operations, making every effort to preserve es- 
sential structures. Where the Denker operation on 
the Highmorian antrum was performed, all the teeth 
remained vital. The principal result of the operations 
has been the apparent healing of the sinus disease: 
the structures have no longer served as foci of infec- 
tion. The joints have become quiescent; the pain has 
disappeared; the temperature curve has returned to 
normal and the appearance of the patient has im- 
proved. 

Two case histories were presented in detail. Each 
of these cases had a negative Von Pirquet reaction, 
and material from the sinuses in each case, when 
injected into guinea pigs, produced no tubercular le- 
sions. The following conclusions were given: 

1. Every case of arthritis in children that does not 
do well after the tonsils and adenoids are removed 
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should have the paranasal sinuses examined, 
if a previous examination has been negative. 

II. If, after non-operative or operative treatment 
of the paranasal sinuses a focus of infection appar- 
ently persists in the sinuses, virulent pyogenic organ- 
isms should be sought in the sinuses, and if found 
more drastic treatment should be substituted. 

ill. If, after careful, prolonged study, it is eyi 
dent that only extensive operations will remove the 
focus of infection, then and then only should the, 
be performed. 

DISCUSSION 

Dr. Sonnenschein said that while it was true that 
majority of infants only the antra and ethmoids were devel 
to any extent, it had been shown by a number of men that 
it was possible to have very large sinuses in early child} 
The frequency of the inflammations and the bearing they 
upon arthritic changes, he thought could not be better e: 
sized than by the work Dr. Dean had done. He had see: 
two cases reported and testified as to the thoroughness 
conservatism with which they were handled by Dr. Dean. 

Dr. Beck stated that Dr. Oppenheimer, of New York, 
years ago, presented an article on sinusitis in children whi 
had been overlooked by the vast majority of ophthalmoloyists 
who considered it a useless proposition to try to do any 
with the sinuses in children, and not until Dr. Dean anid D: 
Oppenheimer presented their papers, with extensive laboratory 
work, did the men begin to take it up. Dr. Coffin, of New 
York, had also reported successful work in diseased sinuses 
in children. Dr. Dean had shown that the current belici 
regarding the sinuses was anatomically wrong. The s)x 
had had no experience in operating in arthritis in childre: 
had done a good deal of work on non-suppurating cases 
had found a good many of them infected. 

Dr. Norcross asked Dr. Dean to tell something of th: 
radical treatment in childhood; whether in a young chi! 
ordinary procedure of puncture was done without an anest! 
or if the children were put to sleep. 

Dr. Robertson thought the pediatricians and general 
tioners had received the impression that rheumatism, if : 
gastrointestinal affair, must be tonsillar or dental, an 
paper was very appropriate. The sinuses vary in dif 
individuals as to their appearance; some come very 
whereas others are developed at a much earlier ag 
believed the size of the sinus was represented by the growth 
of the face, and before the face was formed no one coul 
expect to find much of a sinus, 

Dr. Pollock cited a case of definite antrum trouble in a 
child of eight. He had irrigated the antrum with a sma 
trochar, repeating the procedure every second day for seven 
or eight treatments, until the discharge ceased. The pus 
showed staphylococcus. Since then the patient had remaine 
well and he had found no one who had ever irrigate: 
antrum in a patient younger than eight years. 

Dr. Maclay emphasized the fact that the cases must 
watched carefully, and for some time, before surgical 
ference is attempted. Treatment, carefully carried out, s 
be used before operation. 

Dr. Dean (closing), felt that everyone was opposed 
tensive operations upon the nasal sinuses, even in the 
and it was doubly impostant to avoid radical operations ™ 
children. He did not feel ready to answer the quest 
regard to methods of treatment definitely at this time. He 
called attention to the great care necessary in puncturing 
washing out the Highmorian antra in infants. In these case> 
he used chloroform anesthesia and did not consider it safe t 
puncture the Highmorian antra in infants without having th 
A-ray plates of the sinuses before him. In puncturing he us 
the needle with a caliber of 142 mm. Before introducing 
the inferior meatus was cleansed with 95 per cent alcohol, th 
needle was then passed into the antrum underneath the inferior 
turbinate. A second find needle was then introduced into the 
antrum through the first. Attached to the second needle wa: 
a syringe containing about a dram of sterile water, 
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vas injected intu the washed then 
aspirated. If 
methylene was applied about the ostium of the sinus before 
investigating it the methylene blue did not make its appear- 
ance in the washing. Again the normal antra have been found 

rile. These two things indicated that the technic was exact. 
After securing the solution a 
iniected into the 

Dr. David J. Davis presented a paper on “Some 


servations the of the 


autrum, around and 
In this way material for culture was secured. 


silver preparation was usually 


antrum. 


on Bacteriology Palatine 
nsils.” 

\ttention was called to the necessity of studying in- 
tensively a suspected focus of infection like the tonsil 
in both Lymphoid 
structures attain their maxina in the throat and in the 
of the and appendix, and 
these maxima correspond in general to the normal 
At 
these points, also, the greatest number of pathogenic 
microorganisms attack the body. Certain organisms 
injected into the crypts of the tonsils disappear in a 
few days. 


normal and infected persons. 


region ileocecal valve 


distribution of bacteria in the alimentary canal. 


The flora normally found in the tonsils 
is a restricted one. Actinomyces-like granules com- 
posed of fusiform bacilli, streptococci and spirochetes 
growing together, appear as more or less normal in- 
habitants of the crypts. 

In 1912, in studying the bacteriology of the tonsils 
from various diseases, including arthritis, nephritis 
and myocarditis, the writer was struck with the com- 
mon occurrence of typical hemalytic streptococci in the 
crypts, often in pure culture, whereas on the surface 
of the same tonsils they were often few or absent, 
the green-producing cocci predominated. 
forty-eight cases of the foregoing diseases the hemo- 
lytic streptococcus was predominant or abundant in 
iorty-five, or 94 per cent. 


while In 


In a series of sixty-one 
pairs of tonsils, which were extirpated mostly from 
children, chiefly because of hypertrophy, many ap- 
peared quite normal, and hemolytic streptococci were 
found practically as often; namely, in fifty-five, or 90 
per cent. Pilot and Davis have again recently in- 
vestigated this matter and compared the tonsillar 
crypt flora with throat swab and tonsil surface cub 
tures. In one hundred cases of ordinary hypertrophy 
without inflammation, the pharynx was positive for 
hemolytic streptococci in 43 per cent and the tonsil 
surface in 61 per cent, and in these the hemolytic 
colonies numbered less than 10 per cent of the total 


number of colonies. In the crypts of the same tonsils 


after extirpation the hemolytic streptococci were 


found in 97 per cent, and in most were greatly pre- 
dominant. They found that in twenty-four normal per- 
cultures from the surface of revealed 
hemolytic streptococci in 58 per cent, usually not pre- 
dominant. In nineteen persons without tonsils, cultures 
from the pharynx and tonsillar region yielded hemo- 
lytic streptococci in only three, or 15 per cent. This 
was quite in accord with the work of Nichols and 
Bryan in the United States army. The hemolytic 
streptococci found in the throats of apparently nermal 
persons were distinetly pathogenic for rabbits. 

Dr. Davis knew of no other anatomic structure 
in the body that so consistently harbored hemolytic 


sons 


tonsils 


streptococci as do the tonsillar crypts, and raised the f 
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question as tu the possibility oi the tonsil crypts 
being the chief feeding focus of hemalytic strepto- 
for the throat and the respiratory passages. 
Perhaps they were as normal to the tonsil crypts as 
was to the buccal mucosa, 
staphylococcus albus to the skin, or the colon bacillus 


cocci 


streptococcus viridans- 
to the intestine, and from here they might be readily 
to 
take advantage of certain conditions, especially dis 
of the 


disseminated to adjacent tissues, ready possibly 


tract, and give to 
most 


The question arose as to whether or 


Cases respiratory rise SUK 


ondary infections of a serious nature 


not 
were usually infected with their own hemolytic strep 


persoais 
tococci, or were the invading streptococci of toreign 
origin. No doubt the latter statement was often true, 
as seemed clearly proved in the case of sore throat 
epidemics of milk origin. 
to the 
means of droplet infection 


Many facts also pointed 
of 
route of 


dissemination 
The 


was not so clear, however, in secondary streptococcus 


common streptococci by 


infection 


In the common 
to this 
the individual 


infections following other diseases. 


infections often due 


there was little doubt that 


terminal so organism 


killed 


It seemed reasonable to sup- 


Was 
by his own streptococci. 
pose that individuals are infected from time to time 
with their own streptococci, especially following con- 
tagious diseases, and that by this process the strep- 
tococci become more and more virulent and aggres- 
sive, reaching a point ultimately at which the small 
doses contained in infected droplets in eating utensils 
in other vehicles to transmit the 
disease to a normal person. Thus a secondary in- 


or are sufficient 
vader might become transformed into a dangerous 
primary infective agent. 

DISCUSSION 
that a 
tonsils was advocated 


Dr. 
the 


the 
had 
the age of four years, the author of this paper stating that 
had a child have 
tonsils Dr. 
which 


Noreross said number of years ago removal 


of in every child who reached 


he never seen diphtheria who had had his 


felt that of 
iectious 


removed. Norcross most the serious 


complications follow in diseases in childhood 


were associated with streptococcic and while the 
might be mild, be 
There seemed to be a symbiosis between the 
streptococci and the invading organism. If practically all the 
tonsils contain there be 


tonsils 


infection, 


primary disease the complications might 


quite severe. 
hemolytic streptococci, would 
for making a bacteriologic 
If the 
differentiated, so that one 


Tic 


reason examination of the 


before removal. different 
be 
the non-virulent, then a bacteriologic 
would be helpful. 

Dr. Hayden did not agree 
that further 
necessary, but thought that in the 
work the and minute 
was still in order, to allow Dr. 
these until the pathogenic 
Dr. Hayden cited the case of 


strains of streptococci could 


virulent from 


the tonsils 


could identify the 


examination of 


Dr. Norcross 
of the 
light of 


with in 


examinations 


Suggesting 

tonsils 
Dr. 
bacteriologic 


routine were not 
Davis’ scientific 
most careful examination 
Davis to differentiate between 
could 
a who sustained 
a wound of the right index finger while doing a tonsillectomy. 
\bout three called fact 
Scrapings were made and 
found. They of 
syphilitic origin and evidence of form of syphilis was 
entirely absent. Dr. Hayden had never heard of any syphi- 
litic infection being sustained in this way. 

Dr. Holinger expressed his surprise that Dr. Davis found 
virulent bacteria so deep in the crypts of the tonsils, and asked 


streptococci ones be recog 


nized. doctor 


weeks later his attention the 


that the wound had not yet healed 
active 


was to 


very spirochetae were were not 


any 


whether any experiments had ever been made to influence the 


wa of these deep parts of the mucous membrane of the 
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pharynx. He always had the impression that the flora of the 
pharynx was rather superficial, and in a case of acute inflam- 
mation in his own throat improvement was almost instan- 
taneous when remedies were used which reached only the 
surface, while other applications which were intended to reach 
the depths had been inefficient for ten or twelve days. 

Dr. Boot thought some of the speakers had the idea that 
the streptococcus was present in all tonsils and justified their 
removal, and asked whether the presence of the staphylococcus 
albus on the skin of all patients would justify removing the 
skin, and the presence of the colon bacillus in all colons would 
justify the removal of the colons. 

Dr. Davis (closing) said that the differentiation of various 
strains of hemolytic throat streptococci had been, and then 
was, a burning question. So far, satisfactory results had not 
been obtained. From the normal throat and tonsils one 
recovered hemolytic streptococci quite like those from patho- 
logical tonsils and throats. Both might be equally virulent 
for various experimental animals. It would appear that the 
virulence of these cocci was a transient and variable charac- 
teristic at times. It would also appear that their aggressive 
powers might depend largely on certain delicate and fluc- 
tuating factors resident in the host. 

As to the diminution of the streptococci in the mouth, he 
thought the simple method of keeping the mouth clean, par- 
ticularly the teeth, would diminish their -number. The crypts 
in the tonsils were difficult to clean, and it had been observed 
that individuals who were without tonsils were relatively free 
from hemolytic streptococcic infection of the throat, or if they 
acquired it they recovered more promptly. 

Dr. Davis stated that he was not interested in this question 
of the standpoint of medicine, and the studies were not made 
from that viewpoint. He did not wish to be understood 
as advocating any such procedure as universal tonsillectomy, 
and did not feel competent to make any statement about it at 
present. The whole problem of tonsil infections was in a 
very unsatisfactory state, and he felt that bacteriological 
examination as at present made did not mean very much. If 
in the tonsils a definite abscess containing pus was found 
and there was an associated pathological condition suggesting 
a relationship, surgical procedure would be justified. One 
should always take into consideration the clinical, the bac- 
teriological, and the pathological features in all cases when 
making a diagnosis and considering treatment, and should 
not rely on the bacteriological examination alone. 

Dr. Lewy asked whether experiments had been made on 
animals to determine whether the bacteria found in the normal 
crypts of the tonsils of the animals were pathogenic to those 
animals. ; 

Dr. Davis (replying) stated that Sherman had recently 
shown that hemolytic streptococci from dogs’ tonsils were 
very similar to those found in a human being. They were 
virulent for rabbits, but he thought they had not been injected 
into dogs. 


CHICAGO OPHTHALMOLOGICAL SOCIETY 

The regular monthly meeting of the Chicago Oph- 
thalmological Society was held December 15, 1919, 
with the President, Dr. William L. Noble, in the 
Chair. 

(A) CONTINUED LOSS OF VISION DE- 
SPITE RESTORATION OF NORMAL TEN- 
SION. 

Dr. E. V. L. Brown reported the case of Mrs. McC., 
aged 75. The left eye was trephined 33 months ago. 
“Late infection” occurred 6 months later, but the eye 
healed with good central vision and a satisfactory 
form field, a tension of only 15. This status was 
maintained for 8 months more, when the vision sud- 
denly dropped from %o to between %o and *%o in 
the course of 4 weeks. The tension did not rise and 
the fields were little, if any, poorer. Four weeks 
later, however, they were found to have narrowed to 
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about % of what they had been, although tension 
remained at 15. The patient was still able to get 
about by herself, though no longer able to rea 
print, etc. This relatively favorable status continue; 
for about 10 months, when within a period of 
days the central vision dropped from between %o anc 
Mo to less than Yo, despite tension of only 9. In ; 
last six months the patient had had to be led a 
and to all intents and purposes was blind from 4 
glaucomatous process in which tension had not | 
found above 15 since she had a vision of %p, 
months ago. 

(B) ATTEMPTED DOUBLE TREPHINING 
BY PURTSCHER’S METHOD. RIGHT AND 
LEFT PRIMARY (?) GLAUCOMA WITH 
ACUTE ATTACKS IN EACH EYE. 

Right became blind from tension under myotic 
treatment with no relief from Purtscher’s double 
trephining. Left iridectomy with normal vision and 
tension after fourteen years. 

Mrs. R. B., aged 56, Jewess. The left eye suffered 
an acute attack of glaucoma with sudden temporal 
pain and vomiting 14 years ago. An iridectomy was 
done the next day and vision was restored to about 
what it had been before. L. V. is now 1.5 and Schiotz 
only 18, although the nasal fields are almost gone and 
temporal ones decreased to 1% normal. R. V. failed 
suddenly in December, 1914, without pain. 
spread hemorrhagic retinitus was found when {i 
seen by the writer 5 weeks later, but there was unmis- 
takable evidence of previous long-continued pressure; 
viz., a very shallow anterior chamber, pupil dilated, 
oval and fixed, atrophic iris, 3 D cupping of the disc 
extending to the scleral ring from 7 to 12 o'clock, 
with undermining at 12 o’clock; R. V. %0oo, form 
field concentrically reduced to about 49; tension had 
risen to 33 (L18), the disc was cupped 5C. in the 
temporal half but none in the nasal half; 14 days 
later the nasal half was found cupped 2D under a 
tension of 31. (L16); R. V.=%o. Operation ad- 
vised but refused. Miotics were continued and this 
normal central vision held for 28 months longer. The 
patient then absented herself from the clinic for 16 
months, returning with a Schiotz of 60, (L 18), “com- 
pletely and totally” cupped R disc; R. V. = percep- 
tion of light only. Almost no anterior chamber re- 
mained. The possibility of an acute attack in this 
eye was explained to the patient and she consented 
to a decompression operation. Purtscher’s double 
trephining, recently described in the K. M. F. A. 63, 
Bd. 2, p. 241, 1919, was undertaken in the hope of se- 
curing a flat, nonvesicular covering for the wound 
tract. A large, conjunctival flap was made, the cornea 
grooved some 2-3 mm. above, and a 3 mm. von Hippel 
trephine put in position with the intention of cutting 
through merely the outer half of the sclera and only 
that part lying under the upper circumference of the 
cutting edge of the trephine. To do this one pressed 
against the sclera with the part of the cutting edge 
lying away from the lumbus. A disc of outer layers 
of sclera was then dissected away from the inner 
half of the sclera but was left attached on the side 


en 
ll 
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nearest the cornea, and this attachment acted as a 
hinge for the scleral flap. It was then held aside and 

1.5 mm. hole trephined through the remaining inner 
layers of the sclero-corneal tunic with an ordinary 
strument. An iridectomy was then done and the 
hinged outer half disc of sclera allowed to go back 
with the inner trephine opening, the conjunctiva re- 
In this case the sclera was so thin that 
with the first revolutions of the von Hippel instru- 
ment the cutting edge went through the entire thick- 
ness of the sclera, except the lower circumference; 
this was not cut and served as a perfect hinge. The 
ciliary body and some iris presented and was excised. 
\ small amount of vitreous followed. The con- 
junctival flap was replaced. Healing had been un- 
eventful, but the eye was still red and had a high 
Purtscher spoke of having performed the 
cperation in only a few cases. Meller was well 
enough impressed with ,Purtscher’s presention to say 
it should be given a thorough trial. He had given 
up Elliot’s operation, except in older people, because 
vesicular scars resulted and so frequently were eroded 
by lid action and led to late infection. The writer 
had also seen four late infections and had done as 
few trephinings as possible since 1914. He therefore 
welcomed the Purtscher modification, but felt many 
sclerae would be found too thin to go half way 
through and no further with a von Hippel instru- 
ment. He would try a hand threphine in another at- 


placed, ete. 


tension, 


tempt. 


OBSERVATIONS OF 100 CASES OF PRIMARY 
(ACUTE, CONGESTIVE AND SUBACUTE) 
GLAUCOMA UNDER TREATMENT AT THE 
ROYAL LONDON OPHTHALMIC (MOOR- 
FIELDS) HOSPITAL DURING THE PAST 
FOUR YEARS, WITH A COMPARISON OF 
VISUAL RESULTS. 

Dr. CHARLES Macny, late pathologist to Royal Lon- 
don Ophthalmic (Moorfields) Hospital, stated that 
the classification followed in this series of cases was 
the one suggested by Colonel Elliott. Many of the 
acute cases, however, showed a condition of chronic 


No attempt was made to divide the cases into the 
various stages. Aside from operation, the treatment 
was the same for each case, with the exception that 
most of the severe cases had leeches applied. Oily 
eserin, 1 per cent., was used two or three times a 
day during the first 24 hours, followed by the aqueous 
solution, 4 per cent., three times a day. Aspirim was 
occasionally given in large doses. Morphin was sel- 
dom resorted to for the pain. The operated cases 
received calomel and salts, except those taken direct 
to the cperating room from the out-patient depart- 
ment. In all the trephined cases the Lang 1/2 mm. 
instrument was used, after being tested with fine 
kid and examined with a binocular loupe. Most 
cases had one fine black silk stitch in the conjunctival 
flap. A few cases had a Herbert’s sclerotomy, but 
nearly all the acute cases had an iridectomy, the iris 
being torn out after being severed at one edge. A 
narrow Graefe knife was used to make the section. 
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Following the operation, atrophin sulph., % per 
cent., was instilled in the operated eye by some sur- 
geons; in other cases it was not used until the second 
day. Only the operated eye was bandaged. The 
tension was seldom recorded with a Schiotz or Mc- 
Lean tenometer prior to operation. Fields were taken 
in all the cases where the vision would permit, ex- 
cept in a few cases, prior to operation, or later, in 
the out-patient department. Many of the cases did 
not attend the hospital for many months after being 
discharged, so it was impossible to keep a record of 
their progress. 

In the 87 patients admitted there were 103 eyes 
with acute or subacute glaucoma. The cases with 
chronic glaucoma in the other eye were merely men- 
tioned with a note of the vision and condition of 
the optic disc. The right eye was involved in 48 
and the left in 55 cases. There were 24 males and 
63 females. As to age, one case was 25, 2 were 31, 
20 were between 40 and 50, 21 between 50 and 60, 37 
between 60 and 70, 14 between 70 and 80, and one 
between 80 and 90 years. 

Influenza was present or preceded the attack in 4 
cases, rheumatism in 4, and 3 cases had pyorrhea very 
badly. In 2 cases there was a history of injury be- 


fore the attack set in, and 5 cases showed a post- 
operative injury. A hyphema developed in 8 cases. 
In only 1 case was the iris pillar prolapsed and it 
remained in place after the use of an iris repositor. 

The cases admitted without treatment numbered 


61. Boric lotion was used by 13, atropin by 4, and 
eserin by 8 of the cases. Previous attacks were 
noted in 74 cases, while 26 came to the hospital during 
or just after the first attack; 65 patients saw rain- 
bows, and 46 vomited with their attacks. A few pa- 
tients were nauseated but did not vomit. 

‘Acute congestive glaucoma was present in 69 cases 
and subacute in the balance. Of the 63 iridectomies, 
the iris pillars were drawn up to the wound in 4, 
not including the one that prolapsed, mentioned above. 
In the 35 trephined cases, the disc fell into the an- 
terior chamber in one without causing symptoms of 
irido-cyclitis. A Herbert’s sclerotomy was performed 
in 1 case and 1 case was eviscerated following in- 
fection; 3 cases were unoperated and 1 refused opera- 
tion. 

The fundus was observed by lens’ opacities in 7 
and by vitreous opacities in 11 cases. In many of 
the latter cases, however, the fundus was seen at a 
later date. In 1 case the eye converged 20 degrees. 
In 2 cases the choroid was detached, but only for 
a few days. Rational detachment occurred in two 
cases and persisted. Rational hemorrhages were 
present in at least 3 of the cases, and in each case 
near the optic disc. In 16 cases the optic disc was 
cupped.. No cupping was seen in 75, while in the 
remaining cases the fundus was obscured. Vitreous 
opacities were present in 33 cases, although in many 
the opacities were very fine and disappeared later. 
The nasal field in 11 was contracted from 5 to 30 
degrees. Two cases showed a concentric contraction, 
one of 10 and the other of 20 degrees. In 4 cases no 
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contraction was present, while in the remaining cases 
no field could be obtained, owing to the great re- 
duction in vision at the time of entrance to the 
hospital. The lowest tention prior to operation, re- 
corded with a Schiotz tonometer, registered 255 mm. 
Hg., and the highest 42. In 9 of the cases the fellow 
eye had been operated upon for chronic glaucoma 
and in 3 for acute glaucoma at some previous period. 

In a review of the literature of the past ten years, 
covering the period since the modern decompression 
operations were introduced by LaGrange and Elliott, 
the speaker had considered only those authors who 
had reported 10 or more cases. While many ocu 
lists had had this number or more, they had not 
given the details of their cases so that a comparison 
could be made, and one had to confine comparisons 
with the cases reported by Stock and Meller. In a 
recent letter from Col. Elliott he was unable to fur- 
nish his statistics for comparison with the above 
authors and those of the Moorfields hospital staff. 
The following table gives a comparison of Stock, 
Meller and the author, showing, the visions on dis- 
charge, and the cases that improved, remained sta- 
tionary or became worse. The cases included under 
the title “author” were operated upon by the following 
men: Treacher Collins, Holmes Spicer, J. B. Law- 
ford, J. Herbert Fisher, J. Herbert Parsons, Percy 
Fleming, Claude Worth, A. C. Hudson, Foster Moore 
and Malcolm Hepburn. 

(To be continued.) 





MADISON COUNTY 
OUR JULY MEETING 

The Madison County Medical Society met at the 
Alton State Hospital on July 2, 1920, with Dr. F. O. 
Johnson, president, in the chair. ‘ 

Twenty-two members and about fifty visitors were 
present. 

The secretary announced the receipt of $512.66 from 
Madison County and $10.00 from the Knights of 
Pythias of Wood River, to be added to the treasury 
of the tuberculosis fund. 

The monthly report of the community nurse was 
read and ordered filed. The resolution on the recon- 
struction of the Liberty Bell, offered by Dr. H. C. H. 
Schroeder, was endorsed. 

Mr. J. W. Becker of Jerseyville, State Director of 
School Activities, presented the cause of the Modern 
Health Crusade. After some discussion a committee 
consisting of Drs. Hastings, Kiser and Luster was 
appointed to secure a county director and to make 
such other arrangements as may be necessary. 

The furling of our service flag was the next order 
of business and Mr. Thos. W. Williamson of Ed- 
wardsville delivered the oration. It was a most in- 
teresting and eloquent address and was highly appre- 
ciated by his large audience. A vote of thanks was 
tendered the speaker for his magnificent tribute. 

Dr. and Mrs. Geo. A. Zeller of the Alton State Hos- 
pital invited all present to partake of some elegant 
refreshments. 
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OUR LIBERTY BELL 
(Dr. Hugo C. H. Schroeder, Granite City, Ill.) 

Preserved to us in Independence Hall, Philadelphia, 
bearing the prophetic inscription, “Proclaim liberty 
throughout all the land unto all the inhabitants 
thereof,” is a relic sacred to every American—TIIF 
LIBERTY BELL. On the adoption of the Declara- 
tion of Independence in 1776 the prophecy came true 
and its voice proclaimed to all the world the birth oj 
a new nation founded on Liberty. 

In the heart and mind of every American it stands 
as the visible symbol of liberty. It had proclaimed 
liberty throughout all the land, but millions of the 
inhabitants thereof still remained in slavery. When 
the first rumblings of the coming storm were heard 
less than two short years before Lovejoy’s life was 
made a sacrifice, its voice was stilled. As its tolling 
announced to the people on July 8, 1835, that all that 
was mortal of Chief Justice Marshall was being car- 
ried through the streets of Philadelphia to its last rest- 
ing place a fissure appeared. During the 85 years it 
has been mute the proclaimed liberty has been made 
an achieved fact. 

Now at a time when the world is suffering the throes 
of rebirth comes the proposal to heal the wound in the 
bell and to give it a bath of regeneration to arrest 
the disintegrating forces which have been slowly but 
surely working its destruction, to the end that its 
voice may again be heard in the land. Coming as it 
does at the close of the most colossal struggle in his- 
tory when millions of men died that LIBERTY might 
endure; when all true Americans are re-dedicating 
themselves to the preservation and perpetuation of the 
freedom achieved by our fathers, what could be more 
fitting than the restoration of our Liberty Bell. Let 
the regeneration of the Bell symbolize the rebirth of 
the Nation. 

Therefore I propose the following resolutions : 

Wuereas, In the heart and mind of every American 
the Liberty Bell is the symbol of Freedom; 

Wuenreas, Through these 85 years while its voice has 
been hushed, freedom has come to millions; 

Wuereas, We, as a nation are just emerging from 
a victorious struggle for the perpetuation of democ- 
racy and freedom; 

Wuenreas, It is proposed to restore to life and use- 
fulness our Liberty Bell through the process of elec- 
tric welding and electrical baths; be it 

Resolved, That the restoration be accomplished: 
that the voice of the Liberty Bell again be heard im 
the land; that the regeneration of the Liberty Bell 
symbolize to us the rebirth of the nation; that we, the 
Madison County Medical Society of the State of Illi- 
nois, lend our every effort to the acocmplishment of 
restoration of the Liberty Bell; and be it further 

Resolved, That a copy of these resolutions be sent 
to the City of Philadelphia. 

Philadelphia, Pa., July 7th, 1920 
Dr! E. W. Fiegenbaum, Secretary : 

Dear Doctor—Your letter of July 3d, addressed to 

the Mayor and members of the City Council, submit- 
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ting resolutions adopted by the Madison County Med- 
ical Society, concerning the suggested restoration of 
the Liberty Bell, has been received and will have care- 
ful consideration. Dure_t SHUSTER, 

_ Secretary to the Mayor. 





PIKE COUNTY 

The Pike County Medical Society met in Pleasant 
Hill, July 29, with all officers and 22 members pres- 
ent, a good attendance for summer. After a fine 
chicken dinner, which the South Pike men always 
provide for their guests, the program was given in 
the basement of the Baptist Church. Dr. H. P. Beirne, 
councilor of the Sixth District, presented an able and 
comprehensive paper on “Radium.” This paper elicited 
much favorable comment and was discussed by Dr. 
Brenner of Quincy and a number of others. Dr. 
Padberg, a dentist of Quincy, read a paper on “The 
X-Ray in Dentistry,” showing what a wonderful aid 
it is in the diagnosis of obscure conditions in the 
teeth and gums. An animated discussion followed. 

Adjourned to meet at Barry for next session. 

W. E. Shastid, Secretary. 


Personals 

lr. Elinor Beatty is said to have returned to 
Pana to practice after some years in California. 

Dr. O. J. Culbertson, of East St. Louis, was 
severely burned from the explosion of a can of 
gasoline ignited by a short circuit, while he was 
repairing his automobile. 

Dr. I. S. Trostler, who for twelve years has 
been roentgenologist at St. Joseph’s Hospital. 
Chicago, has removed to 812 Marshall Field An- 
nex. 

Joseph B. Liston, Carlinville, has been reap- 
pointed health officer for Macoupin county. 

Dr. Walter H. Watterson, Chicago, has been 
appointed inspector of public tuberculosis sana- 
toriums throughout the state. 

Dr. Dunning Steele Wilson, director of the 
Medical Department of French Lick Springs 
Hotel, French Lick, Indiana, brings to this posi- 
tion a medical and military experience that 
should raise the present high standard of the 
medical departmient at this famous American 
watering place. 








News Notes 


Dr. Charles Louis Mix has been appointed 
professor and head of the department of medicine, 
and Drs. Milton Mandel and John M, Lilly, clin- 
ical professors of medicine in Loyola University 


School of Medicine. Dr. Edward L. Moorhead 
has heen appointed professor and head of the de- 


"ill. 
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partment of surgery; Dr. William E. Morgan, 
professor of surgery and clinical surgery; Drs. 
John F. Golden and Charles F. Sawyer clinical 
professors of surgery; Drs. Michael F. McGuire, 
George W. Hochrein and Frank E. Pierce, as- 
sistant professors of surgery; Dr. Philip H. 
Kreuscher, clinical professor of orthopedic sur- 
gery; Dr. George T. Jordan, associate professor 
of diseases of the ear, nose and throat, and Dr. 
Walter McGuire, assistant professor of obstetrics. 

—The committee on medical education and 
hospitals of the Illinois Medical Society and rep- 
resentatives of the Illinois Hospital Association 
and of medical colleges, met at the Sherman 
Hotel, Chicago, on Friday, August 13, to discuss 
the eligibility of hospitals for the training of in- 
terns. It was determined that hospitals should 
have at least twenty-five beds; organized staffs; 
complete histories and records; laboratories for 
routine clinical, inicroscopic, pathologic and bac- 
teriologic work; complete roentgen-ray depart- 
ments ; expert instruction in anesthesia ; instruc- 
tion in obstetrics; and definite rules in regard to 
the duties and privileges of interns. 

—Dr. Karl F. M. Sandberg, one of the organ- 
izers of the Communist Labor Party and a dele- 
gate to the national convention, is said to have 
heen sentenced July 30, to imprisonment for one 
vear in the county jail. 

—An outbreak of typhoid fever is reported in 
Pinckneyville, Perry county, where seventeen 
eases have occurred, and a second outbreak at 
Carmi, Pike county, where twenty cases of the 
disease have appeared. 

—Dr. Oscar J. Brown, DeKalb, is reported to 
have been found guilty with other members of 
the Communist Labor Party July 30, and sen- 
tenced to imprisonment for one vear in the county 
jail. 

—An epidemic of paratyphoid fever is re- 
ported at Fountain Green, Hancock county, 
where more than 100 persons are reported to be 
The cause of the disease is said to be choco- 
late ice cream which was served at a church so- 
ciable. 

—A field day is to be given to all members of 
the Chicago Medical Society and their families 
by the North Side Branch of the society on the 
grounds of the St. Mary’s Training Sschool, near 
Desplaines, Wnednesday, September 15. 

—An association of colored physicians of Chi- 
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cago, of which Dr. Benjamin R. Bluitt is presi- 
dent and Dr. Fred C. Cade, secretary, has pur- 
chased the Fort Dearborn Hospital and Training 
School for Nurses at 3831-3835 Vernon avenue. 

—The roentgenologists of Chicago met August 
5 at the Hamilton Club and organized the Chi- 
cago Radiological Association, electing the fol- 
lowing officers: President, Dr. Alonzo C. Ten- 
ney; vice-president, Mr. A. M. Olson and Mr. 
J. H. Brothers; secretary, Mr. J. W. Ross, and 
treasurer, Dr. John H. Carpenter. 

—The secretary of state has granted charters 
to St. Elizabeth’s Hospital, Belleville; St. Fran- 
cis’ Hospital, Litchfield; St. Clara’s Hospital, 
Lincoln; St. Joseph’s Hospital, Highland, and 
St. Anthony’s Hospital, Highland. These hos- 
pitals are conducted by the Sisters of St. Francis 
and are affiliated with St. John’s Hospital, 
Springfield, and a number of others in Illinois 
and adjoining states. 

—Urbana has abandoned its hospital project 
and by a vote of the board of directors will join 
hands with the board of directors of the Julia F. 
Burnham Hospital, Champaign, in making a suc- 
cess of the forthcoming drive for $175,000 to 
remodel the present building and erect the first 
unit of a new hospital. 


—The midsummer meeting and outing of Jo 
Daviess County Medical Society was held at 


Camp 19, near Gordon’s Ferry, July 29. The 
address was delivered by Dr. George B. Euster- 
man of the Mayo Clinic, Rochester, Minn., who 
spoke on “The Medical and Surgical Aspects of 
Chronic Peptic Ulcers.” 


—An organization called the “American Pro- 
tective Medical Fraternity” recently circularized 
Chicago physicians with applications for member- 
ship bearing the following statement: “I hereby 
agree to support the Constitution of the United 
States, particularly the 18th Amendment, and 
will assist the prohibition director through this 
fraternity in carrying out the terms and condi- 
tions of the Volstead Act as interpreted by this 
Fraternity.” 

A circular accompanying the application blank 
states: “The Volstead act does not limit the 
doctor, but makes him the judge of each case. 
Federal Judge A. M. T. Cochran of the United 
States District Court at Lexington, Ky., has de- 
cided the prohibition director has no authority to 
limit the number of prescription blanks to be fur- 
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nished physicians, and has issued an injunction 
against the prohibition director at Louisvil 
Ky., to this effect. This fraternity is proceeding 
to secure an injunction in this district and need 
your support.” 


—The Chicago Policlinic is said to be prepar- 
ing to start a drive for funds to finance a new 
building at LaSalle and Oak streets, which wou) 
provide increased facilities for the Policlinic « 
additional room for the Henrotin Memorial H.; 
pital, with which the Policlinic is affiliated. 

“Dr.” Orlando E. Miller, whose activities a 
the most versatile quack in the country have bee: 
often exposed by Journal of the American Meii- 
cal Association, now has Chicago covered wit! 
posters advertising the “International Society 
Applied Psychology,” of which he is president. 


—The John Crerar Library has opened a tem- 
porary reading room on the third floor of its new 
building at 158 North Michigan avenue; hours 
from 9 a. m. to 5:30 p.m. For the present only 
the current periodicals and some reference wor! 
are available. The general collection of books 
will be installed as rapidly as possible, but wil 
not be available until the building is further ad- 
vanced. 





Deaths 


James S. Bett Oak Park, Ill.; Homeopathic Medical 
College of the State of New York, New York City, 
1866; aged 79; died, August 8, from senile debility. 

Wituiam H. Crow ey, Chicago; Rush Medical Co! 
lege, 1896; aged 53; died at his old home, Potsdam, 
N. Y., July 26. 

O.ca Davis, Chicago, College of Physicians and 
Surgeons, Chicago, 1909; aged 45; a specialist in dis- 
eases of children, and for many years a member of 
the staff of the Emanuel Mandel Memorial Dispensary 
of Michael Reese Hospital; died at Mackinac Island 
Mich., August 9, from heart disease, a month after 
an operation for disease of the gallbladder. 

Truman P. Frencu, Chicago; Indiana Medical Col! 
lege, Indianapolis, 1878; aged 69; a member of the 
Illinois State Medical Society; for many years a prac- 
titioner of Vermillion County, Ill.; died at the home 
of his son in Springfield, July 13. 

IsaporE Mayor JosePpH Kane, Chicago; Loyola Uni- 
versity, Chicago, 1920; aged 29; died in Mercy Hos- 
pital, Chicago, August 1, from general peritonitis 

ArtHur Bircu Locxrince, Danville, Ill.; Indiana 
Medical College, Indianapolis, 1906; aged 41; died at 
the home of his parents in Greencastle, Ind., August 1. 

Georce Puriiuie Ropemicn, Millstadt, Ill.; Barnes 
Medical College, St. Louis, 1908; aged 47; died June 
12 from nephritis. 











